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- Wrist Drop > Radial Nerve. 

- Foot Drop > Either Common Peroneal Nerve or Sciatic Nerve. 

- Claw Hand > Ulnar Nerve. 

- Paraesthesia of thumb, index, MIDDLE finger > Median Neve. 

- Paraesthesia of little finger + ring finger > Ulnar nerve 

- Paraesthesia of the dorsal aspect of the THUMB +/- a small area 
over the ((dorsal)) area between 1st (Thumb) and 2nd (Index) 
fingers > Radial Nerve. 

- Numbness on Superior aspect of upper arm just below shoulder 
joint > Axillary Nerve. 

- Fibular Neck Fracture > Common Peroneal Nerve. 

- Femur Neck Fracture > Sciatic Nerve. 

- Acetabular Fracture > Sciatic Nerve. 

- Humeral Shaft Fracture > Radial Nerve. 

- Humeral Neck Fracture > Axillary Nerve. 

- Monteggia Fracture > Radial Nerve. 
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distribution) > Peripheral Neuropathy. 
- Monteggia Fracture > (Radial Nerve): Anterior Dislocation of the 
head of radius + Fracture of the proximal 1/3 of the Ulna. 
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Anterior dislocation 
of the radial head 


RM 


cS 


Fracture of the 


proximal 1/3 of is 


the ulna 


The Monteggia fracture is a fracture of the proximal third of the ulna with dislocation of the 
proximal head of the radius. 


- Unable to flex the “Proximal” interphalangeal joints AND 
Metacarpophalangeal (MCP) joint > 


- Unable to flex the “Distal” interphalangeal joints > 


Copyrights @ PlablKeys.com 


- Affected (e.g. during a surgery of the POSTERIOR 
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Iflangie Of NECK) “7 Lroppead oCapula = UNapie to move tne 
shoulder. 

- The accessory nerve is the CN XI (the 11* Cranial Nerve) > supplies 
trapezius muscle and sternocleidomastoid. 


: Muscle bunches up in the 
distal arm, Popeye appearance. 


- Distal Biceps Tendon Rupture: Single traumatic event (e.g. 


flexion against resistance), sudden sharp tearing sensation, 
painful swollen elbow, weakness of flexion and supination. 


Notes: 
De Quervain’s disease: (= washer woman = mammy thumb): Pain 
under root of thumb (tenosynovitis). 

= lateral epicondylitis > affected wrist extension. 
Mainly due to overuse e.g. in tennis players. 

= Medial epicondylitis: all flexors to fingers and 

pronator are affected. Seen in baseball players, construction injury, 
plumber injury. 


Key 4 | - Fracture of the neck of the Fibula leads to an injury of > 


4 Foot drop (inability to evert and 


dorsiflex the foot) 
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Common fibular 


(peroneal) N. My 


Deep fibular N. 


e Fibular Nerve supplies biceps femoris (which flexes the Knee). 
e It, also, gives TWO MOTOR branches: 


Superficial Fibular (Which innervates the Lateral compartment of 


the leg, and its affection causes inability to evert the foot). 

(Which innervates the Anterior compartment of 
the leg and also extends the digits, and its affection causes inability 
to dorsiflex the foot). 


The injury of Common peroneal Nerve leads to FOOT DROP (No 
dorsiflexion, No eversion of foot). 
e The Common peroneal nerve gives also Four SENSORY branches: 
Sural communicating > (lower posterolateral leg). 
Lateral Sural Cutaneous > (Upper Lateral Leg) 
Superficial Fibular (peroneal) > (Skin of Anterolateral leg except 
the skin between first and second toes) 
Deep Fibular (peroneal) > (Skin between the first and second toes) 


- Loss of sensation in MEDIAL Foot > 
- Loss of Sensation in LATERAL Foot > 
- Foot Drop > Common Peroneal Nerve. 
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e Saphenous Nerve is the Largest Cutaneous branch of the Femoral 
Nerve. It is purely Sensory. It supplies the Medial Foot. It can be 
injured during Varicose vein surgery, vein harvest for bypass surgery, 
or Knee arthroscopy. 


Patella 


Infrapatellar branch of 
saphenous nerve 


Lateral cutaneous 
nerve of calf 


Saphenous nerve 


Superficial 
peroneal nerve 


Sural nerve 
Deep peroneal nerve 


- The order of the Intercostal Vessels (VAN), 


- Any of these vessels + intercostal muscles could be pierced 
during chest drain insertion. 


They locate at the inferior border of a rib. Therefore, the insertion 
of the chest-drain “intercostal tube” should be at the superior 
border of a rib. 
- The site of Chest Drain > 
(5** Intercostal space, slightly anterior to the mid-axillary line). 
- The boundaries of the safe triangle (The site f insertion of 
intercostal tube- Chest Drain) are: 
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Anteriorly: Pectoralis Major. Posteriorly: Latissimus Dorsi. 
Superiorly: Base of Axilla. Inferiorly: 5‘ intercostal space. 


Lateral edge "sy 
of pectoris major fe Base of axilla 
° o i 
5" intercostal space 7 


Lateral edge of latissimus dorsi 


On Lymphatic Drainage 


e Gonads (Ovary, Testis) > | 
e Skin (Perineum, Scrotum, Vulva) > 


Tongue: 
e Tip of tongue: 
e Anterior 2/3 of tongue: 


e Posterior 1/3 of tongue: (Deep Cervical LNs). 


E.g. Awoman with ovarian cancer, the likely LNs to be involved > 
Para-aortic LNs. 


: a blow just below knee > Temporary loss of motor 
and sensory function (from 30 seconds to 5 minutes) > foot drop > 
the affected nerve is: The 
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nerve: 

e Superficial peroneal nerve > Supplies the lateral Compartment of 
leg > evert the foot. 


e Deep peroneal nerve > Supplies the Anterior Compartment of the 
leg > dorsiflex the foot. 


Key 9 


e Extensor Digitorum > (Extends the middle three fingers: index, 
middle and ring). 


e Extensor Digitorum > (Extends all fingers at MCP and IP joints). 
e Extensor digiti minimi > (Extends the little finger). 

e Extensor indices > (Extends the index finger). 

e Extensor Pollicis > (Thumb) 


e Extensor Pollicis Longus > (Extends the Thumb at the 
interphalangeal joints “IP”). 


N.B. Full extension of a thumb is achieved by extensor pollicis 
LONGUS. 


N.B. Long=IP 


e Extensor Pollicis Brevis > (Extends Thumb at Metacarpophalangeal 
MCP joints) 
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Q) A patient with an injury on his hand cannot extend the 
distal phalanx of his ring finger. What is the affected muscle? 


The ring finger has no specific muscle like in the thumb (pollicis) for 
instance; therefore, pick the bulk one (Extensor Digitorum) which 
extends index, middle and ring fingers. 


Don’t get confused with FLEXORS! 


- Unable to flex the “Proximal” interphalangeal IP joints AND 
Metacarpophalangeal (MCP) joint > Flexor Digitorum Superficialis. 
- Unable to flex “Distal” interphalangeal joints > Flexor Digitorum 


profundus. 


Other Clinchers for Anatomy: 


Claw hand > (no abduction or adduction of 4** and 5" fingers: 
little and ring). 


Also, loss of sensation over the 5* finger (the little finger) + a 
variable area of the 4* (ring) finger both dorsal and palmar 
aspects. 


- Motor supply to the Extensors of the (thumb, fingers, wrist and 
forearm). 
If damaged > Wrist Drop 
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- Radial nerve can be compressed against the operating table 
(medial aspect of the arm) during an operation > 
(Saturday Night Palsy). 


- Also, Crutch palsy (a compression against the spiral groove on 
the medial aspect of humerus). 


- Injury to the Radial nerve can also lead to sensory loss of the 


dorsal aspect of the THUMB + a small area over the dorsal aspect 
between 1* and 29 fingers. 


: The only vein that runs on the LATERAL 


aspect of the leg. 


In contrast, the long (great) Saphenous Vein runs on the MEDIAL 


aspect of the angle. 


Do not get confused with NERVES, Saphenous nerve runs 
medially, Sural nerve runs laterally. 


So. on the media! asnect of a leq > lona Sanhenous Vein + 


~<a _ ee, er 


Saphenous Nerve. 


a ~ ie. a 


Q) Varicose veins on the lateral aspect of the leg. The affected 
vein is > Short Saphenous Vein. 
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Key 11 | Points on the Eye Nerves 


e Lateral Rectus muscle > supplied by Abducens Nerve (6* CN). 
e Superior Oblique muscle > supplied by Trochlear Nerve (4t* CN) 
e Oculomotor Nerve (3 CN) 


O:T:A 
(3"4 Ath 6th ) 
Same, Opposite, Same side 


Controls most of the eye muscles, Constricts the pupils, innervates 
the Levator palpebrae superioris. 

Its injury > Dilated pupil, Ptosis (On the Same side), Others: 
outward gaze, diplopia 


Sere ee gaze ((Opposite side)) e.g. while climbing 


the stairs. 
If looks left and sees double > then the lesion is on the right. 
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| ———s |e Abducens (6t"): | 


Diplopia on Lateral gaze ((Same side). 
If looks left and sees double > then the lesion is on the left ((Same 
Side)). 


Remember O:T:A 


O (Oculomotor) 3° CN T (Trochlear) 4° CN A (Abducens) 6" CN 
Same side Opposite side Same side 
Dilated pupil, ptOsis Diplopia on Downgaze_Diplopia on Lateral gaze 


OTA 

Oculomotor (3"¢), Trochlear (4*), Abducens (6) 
Same, Opposite, Same 

Ptosis, Downward gaze, Lateral Gaze 


Example: 


After getting a hit on his face, a boy sees double when climbing the 
stairs. He also sees double when looking to the right side. 


The affected nerve is > Left Trochlear nerve 


Climbing the stairs = “downward gaze” > Trochlear > opposite 
side > diplopia when looking to the Right > the Left trochlear 
nerve is affected. 


Affects thumb abduction and extension, ulnar deviation of the wrist, 
and causes paraesthesia of a thin area on the forearm which runs 
down to include the little finger. 
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Affects Finger Abduction and Adduction, Pain and Paraesthesia along 
the affected nerve. 


To Summarise: 


- Fingers’ Abduction and Adduction weakness > T1 nerve root 
injury. 

- Thumb movement weakness, Wrist Ulnar deviation, Little finger 
Paraesthesia > injury. 

- Loss of Thumb Sensation, Loss of elbow flexion > (C5,6) erb’s 


The motor function of the nerve roots of an upper limb (Reading) 
C5, C6, C7, C8 
Flex, extend, extend, flex 
elbow, wrist, elbow, fingers 


V C5 = Flex Elbow 

V C6 > Extend Wrist 

V C7 > Extend Elbow 

V C8 — Flex Fingers 

VT1 — Adduct and Abduct Fingers 


Adduct and Abduct Fingers > T1 


N.B. There is nothing called (C8 Vertebral injury), but there is (C8 
Nerve root lesion) which is manifested by impaired thumb movement 
+ Wrist ulnar deviation + Little finger paraesthesia. 


C6: Thumb / C7: Middle three fingers / C8: little (Pinky) finger. 
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Example Scenario: 


A patient presents with pins and needles sensation of the skin over the 
lateral posterior of the distal forearm including the little finger, 
weakness of thumb extension, wrist ulnar deviation and slight loss of 
the muscle of the affected hand. 


The likely affected structure > C8 Root. 
The Important = The level of L1 = The level of the 
“its anterior end” = The level of the pylorus of the stomach = 


Fundus of the Gall Bladder. 


So, the TIP of the 9" costal cartilage correlates the Fundus of GB. 


The level of 9*° CC > Many structures 
But the (Tip) of 9" CC > (Fundus) of GB 


Perforation of a Posterior (Gastric) Ulcer (Fundus or Body of 
Stomach) > accumulation of pus in the Lesser Sac (behind the 
stomach) > Abscess formation that passes to the peritoneal cavity 
through the Foramen of Winslow > Generalized Peritonitis. 


e Perforation of Posterior (Pyloric) Or (Duodenal) Ulcer > 


Retroperitoneal Abscess. 


e CVE (Stroke) of the Temporal lobe > (Memory Impairment, 
Superior homonymous quadrantinopias). 


Pits: Parietal lobe affected > inferior homonymous quadrantinopias 
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Temporal > superior homonymous quadrantinopias 
- Temporal lobe lesion: long term memory loss, changes of sexual 
behaviour, (Visual defect) > superior homonymous 


quadrantinopias 


- Frontal lobe lesion: changes of personality and SOCIAL behaviour, 
no visual field defect. 


Example Scenario: 


An elderly with a Hx of Stroke present with impaired long-term 
memory, altered sexual behaviour and visual defect. What is this visual 
defect? 


His Affected lobe is > the Temporal lobe. 
PiTs > Temporal lobe > 
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Temporal Nasal Nasal Temporal Visual fields 
Hemifeld Hemifield Hemitield Hemifield 
aaa Lesion Lt. eye Rt. eye 


1 OC) 6 monocular blindness 
2 © Oo Bitemporal (heteronymous) 
heminanopia' 
OC) © Ipsilateral 
Right nasal hemianopia 
© © Left homonymous hemianopia 
«) «) Left inferior quadrantanopia® 
wD) €) Left superior quadrantanopia® 
Lesion 6 
© © Left homonymous hemianopia* 


8 © © Left homonymous hemianopia 
with macular sparing 


w 


= 


uo 


Lal. Gersculate body 


a 


optic radiations 
(Meyer's Loop) 
Superior (panetal) 
optic radiations 


Geniculo— 
calcanne 


inferior (Llemporal) 
| fibers 


N 


Calearme cortex 


1 May rusult from tumor pressing on Opie Chiasm. Visual field deficit 
usually not this cleanly Grvklod or symmotrica’, 
Lesion 8 2 May also result from lesions restricted to Cunaus 
3 May also result from lesions restricted to Lingual Gyrus. 
4 Total hemianopia less likety as compared to lesions of Optic Tract. 


Rule of 17 for the deviated tonque 


: Deviation to the side of the lesion 
: Deviation to the side of the lesion 


10 vague, 7 facial, 12 hypoglossal, 5 trigeminal 


e.g. If tongue is deviated towards the right and there is an injury on the 
right side of the neck (the same side) > 


10° (vagus): Uvular deviation 
7‘ (facial): Facial deviation 
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12 (hypoglossal): Tongue deviation 
5'* (trigeminal): Jaw deviation 


The Lymphatic drainage of the Testis > Para-aortic LNs. 
The Lymphatic drainage of the Scrotum > Superficial inguinal LNs. 


Remember: 


e Gonads (Ovary, Testis) > 
e Skin (Perineum, Scrotum, Vulva) > 


Key 18 | The Common bile duct (CBD) connects with the Pancreatic duct to 
form > the Ampulla of Vater (hepatopancreatic ampulla) at the 
middle of the second part of duodenum. 


So, Ampulla of Vater = Hepatopancreatic ampulla. 


x 


Sites with high concentrations 
of stem cel niches ha 


Right Hepatic Duct 

Left Hepatic Duct 

Hilum 

Common Hepatic Duct 
Common Duct 


Cystic Duct : 
S— Pancreatic Duct 


Common Hepatopancreatic Duct 


Ampulla of Vater 
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Example: 
ERCP was done and found a calculus in the 2™ part of duodenum. 


What is the structure that contains this calculus? 


+> Hepatopancreatic Ampulla (Or) The Ampulla of Vater 


Key 19 |Remember that, 


Common peroneal nerve gives superficial peroneal (which runs 
laterally and evert the foot), and Deep peroneal (which runs 
anteriorly and dorsiflex the foot and give sensation to the area 
between 1° and 2" toes). 


Example: 


A man sat cross-legged for 40 minutes. He found himself unable to 
dorsiflex his left foot and there is loss of sensation over the area 
between the big toe and the second to. What is the affected nerve? 


-> BESpIPeroneal (Deep Fibular) nerve which is a branch of the 


common peroneal nerve. 


- PED: Peroneal nerve: Eversion, Dorsiflexion of the foot. 


- TIP: Tibial nerve: Inversion, Planter flexion of the foot. 


The Common Bile duct (CBD) lies in a close proximity to the head of 
pancreas. Therefore, the initial presentation in 70% of head of 
pancreas cancer patients present with Jaundice due to the obstruction 
of CBD by the tumour. 
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Saturday Night Palsy > 


Radial Nerve Injury in 
Axilla: 


Mechanism: 


1.Crutches pressing in 
axilla 


2.Saturday night palsy! 


Main Effect: 


Radial nerve can be compressed against the operating table 
(medial aspect of the arm) during an operation. This is called 
Saturday Night Palsy. 


LNs of Posterior Oropharynx > LNs or (= LNs) 


Scenario: 

A man complains of pain on the media side of his right forearm. 
There is weakness of finger abduction and adduction as well as 
thumb adduction. No abnormality with finger flexion. The right- 
hand muscles are slightly atrophied. What is the likely affected 
structure? 


> T1 Nerve Root Injury 


e Fingers’ Abduction and Adduction weakness > T1 nerve root injury. 
e Thumb movement weakness, Wrist Ulnar deviation, Little finger 
Paraesthesia > 
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Loss of Thumb Sensation, Loss of elbow flexion > 


: Ophthalmic, Maxillary, Mandibular. 


Maxillary Nerve: 
The 2™ branch of the trigeminal nerve, it supplies a number of structures: 


e Sinuses: ethmoid, maxillary, sohenoid, 
e Mucosa: Palate, roof of pharynx, nasal mucosa, 


e Others: lower eyelid, upper lip, upper teeth and gum, Nares, Parts of 
the meninges. 


N.B. The palate is a mucous membrane. 


Example: 


Herpes Zoster Virus along the dermatome of the maxillary nerve. What is 
the MUCOSA that would be affected? 


> The Palate. 


is located about 1 inch (2.5 cm) ABOVE the 


Deep inguinal ring 


Mid point of 
inguinal ligament 


Inguinal ligament 


Inguinal canal 
Superficial inguinal rin 


Spermatic 
cord 
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(Left Anterior Descending Artery) is a continuation of the Left 


Coronary Artery, and it descends into the Anterior Interventricular 
groove). 


Left pulmonary artery 
Left pulmonary veins 


Left comnary artery 


ee Left circumflex arter 
Right coronary — ¥ 


ataly Left marginal artery 


Posterior 

descending artery ~ \~/ Left anterior descending 
(or interventricular) atery 

Right ) 4 dagonal branch 

marginal artery —__-" 


. 3 Left venticle 
Right ventricle 


e The skin at the Medial Malleolus drains into the inguinal LNs. 


e The skin over the Lateral Malleolus > popliteal LNs > inguinal LNs. 


Remember that: During a surgery of the melanoma of the feet, the 
inguinal LNs are dissected. So, medial malleolus skin is drained to the 
inguinal LNs. 
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Example: 


A patient with a non-healing ulcer over the medial malleolus. What 


are the draining lymph nodes? 
> 


Key 28 


- Glioma is a tumour arising from the glial cells in the brain or spinal 
cord, so, the dura matter is to be opened during the surgery. 


Arachnoid 
mater 


Pia 
Mater 


e Extensor Digitorum Communis > extends the phalanges first, then 
the wrist, them finally the elbow. It also tends to separates the 
fingers while extending them. 


Example: 


An elderly woman with Rheumatoid Arthritis has fallen down the stairs 
and she is now unable to extend her right-hand fingers at the 
metacarpophalangeal joints and the interphalangeal joints. What is 
the likely affected tendon? 
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> Extensor Digitorum. 


Key 30 


A man presents complaining of diplopia while climbing down the 
stairs. What is the likely affected nerve? 


Climbing the stairs = Downward gaze. 


Diplopia on Downward gaze > Trochlear Nerve (4'" CN). Opposite. 
Remember O:T:A 


O (Oculomotor) 3% CN T (Trochlear) 4** CN A (Abducens) 6" CN 
Same side Opposite side Same side 
Dilated pupil, ptosis Diplopia on Downgaze_Diplopia on Lateral gaze 


e Ataxic Hemiparesis (same side) + Dysarthria > Lacunar infarct 
(Internal Capsule). Internal capsule is a part of lacunas. 


e “Contralateral” hemiplegia or Sensory Loss + Dysphasia + 
Homonymous Hemianopia > Cerebral infarct. 


e Quadriplegia, Vertigo, Diplopia, Locked-in syndrome > Brainstem 
infarct. 


Scenario: 
An elderly woman had a stroke and developed paralysis of left upper 
and left lower limbs (Hemiparesis) and difficulty in speaking. 


The likely affected anatomical site > Internal Capsule (Lacunas) 
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For those who do not know where is the internal capsule: 


For your own knowledge 

Locked-in Syndrome or Pseudocoma 

e The patient is aware but cannot move or communicate verbally due to 
complete paralysis of nearly all voluntary muscles in the body except 
for vertical eye movements and blinking. 

e Cognitive function is usually unaffected. 

e Communication is possible through eye movements or Blinking. 

e Locked-in syndrome is caused by a damage to the pons, which is a 
part of the brainstem that contains nerve fibres that relay information 
to other areas of the brain. 


Key 32 


e Central retinal artery is a branch of Ophthalmic artery which is a 
branch of Internal carotid artery. 


® Amaurosis Fugax: Painless, Temporary and Recurrent loss of vision 


that lasts from a few seconds to a few minutes due to embolism 


(transient occlusion) of the Central retinal artery. 


e Usually resolves within 24 hours. 
e Risk Factors: Atherosclerosis [| Hypertension. 
e A patient may describe it as “A black Curtin Coming Down” 
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e The embolus in Amaurosis Fugax comes from atherosclerotic 
Internal carotid artery while in Transient Ischemic Attack (TIA), the 
emboli of the cerebral hemispheres come from the heart. 


Scenario: 

An elderly man presents with 4-hour sudden painless loss of vision 
on the right eye. He has Hx of recurrent and transient episodes 
sudden loss of vision in the same eye. The patient is a heavy 
smoker and has hypertension. 


e The likely affected artery > Central Retinal Artery. 


A white lesion on the middle third of the tongue drains to which 
LNs? 


— Submandibular LNs 
e Tip of tongue: 


e Anterior 2/3 of tongue: 
e Posterior 1/3 of tongue: 


e Trigeminal nerve (5° CN) > gives the Mandibular nerve (the third 
division). 

e > The mandibular nerve gives the Inferior alveolar nerve (which 
innervates the lower teeth) 

e > the inferior alveolar nerve gives the Mental nerve that supplies 
Chin, Lower lip (Skin and Mucosa). 


Trigeminal > Mandibular > Inferior Alveolar > Mental 
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e Inferior Alveolar Nerve is often injured during dental procedures and 


mandihislar trarima 


PE ERAT ENA EAA RATE GEA ae 


Therefore, a loss of sensation of the lower lip and chin after a 
mandibular trauma/fracture > Inferior Alveolar nerve. 


Unilateral Injury to the Recurrent laryngeal nerve > Hoarseness of 
voice 
Bilateral Injury to the Recurrent laryngeal nerve > Aphonia. 


Injury to the External (superior) laryngeal nerve > changes of the 
voice Pitch (Decreased pitch). 


N.B. About 18% of Lung cancer patients experience hoarseness of voice 
due to compression of the tumour on the recurrent laryngeal nerve. 


Recurrent laryngeal nerve is a branch of Vagus nerve (10° CN) 


important Points Superior 
Thyroid Artery 


Superior thyroid artery is and Vein 


closely related to external 


H Son External Branch 
laryngeal nerve at its origin SiupeiiorLeryncedl 


Nerve moves away from the Nerve 
artery as artery approaches the 
upper pole of the gland. 


In order to avoid injury of 
external laryngeal nerve the 
superior thyroid artery need to 
be ligated during surgery just 
near the superior pole of 
thyroid gland 

A superior laryngeal nerve 
injury will lead to changes in 
the pitch of the voice and 
causes an inability to make 
explosive sounds due to 
paralysis of the cricothyroid 
muscle. 


A bilateral injury presents as a 
tiring and hoarse voice. X - Do ligate here 


XX - Do not ligate here 


Copyrights @ PlablKeys.com 


Key 36 


A patient with lung cancer on chemotherapy presents with 
hoarseness -> Recurrent Laryngeal Nerve Palsy. 


Others: 
- Hypoglossal Nerve (12) > Tongue muscles 
- Phrenic nerve > Diaphragm 


Important Anatomical Levels 


e The level of iliac crest > L4 


We know that the umbilicus level is between L3 and L4. Therefore, the 


thar rract lhalaias tha imbilicisc lavial\ wusniild AalA 


ee ee ee PEN Ee Ve EF Or re ee 8 


N.B. L4/5 where the lumbar puncture can be performed in adults 
(Doubtful!) 


e Umbilicus level > L3/L4 
e Umbilical Dermatome: T10 


e |liac crest > L4 


e L1 > Transpyloric plane > 9" Costal Cartilage, GB fundus, 
Stomach pylorus, Kidney hilum, SMA (Superior mesenteric artery), 
Celiac trunk. Al/ these structures are at the L1 level. 


N.B. Transpyloric plane (or Addison’s plane) is a transverse line 


located midway between sternal notch and 
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e T8: IVC (Inferior Vena Cava) 


e 110: Oesophegus (0 > O [| Oesophagus — T10) 


e 712: Aorta 


Mnemonic: 
(l1OA) > | Opened A door > IVC, Oesophagus, Aorta (T8, 10, 12) 


Key 37 | When inserting a chest drain in the 5" ICS anterior to mid-axillary 
line, not only the vessels (WAN) intercostal Vein, Artery and Nerve 
can be pierced, but also intercostal MUSCLE is liable to be pierced. 


Key 38 |e Extensor Pollicis Longus > (Extends the Thumb at the 
interphalangeal joints “IP”). 


e Extensor Pollicis Brevis > (Extends Thumb at Metacarpophalangeal 
MCP joints) 


Example: 
A man with a Hx of fractured radius presents with inability to 


extend his thumb at the interphalangeal joint. 
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The likely Affected structure > Extensor Pollicis Longus. 


Example: 
A man with a Hx of Rheumatoid arthritis hits the door by his hand 


and presents with inability to extend his thumb at the 
metacarpophalangeal joint. However, he is able to extend his 
thumb at the interphalangeal joint. 


The likely Affected structure > Extensor Pollicis Brevis. 


An important landmark above the 5" intercostal space and just 
anterior to the mid-axillary line — the site of SR 


A patient with right eye ptosis, outward gaze and diplopia. 


The affected structure > Right Oeulomotor nerve (3° CN) 


Remember: PtOsis > Oculomotor. (Same Side) 


O (Oculomotor) 3° CN _ T (Trochlear) 4 CN A (Abducens) 6" CN 
Same side Opposite side Same side 
Dilated pupil, ptosis Diplopia on Downgaze_Diplopia on Lateral gaze 


Structures at the level of 
e 9" Costal Cartilage, 

e GB fundus, 

e Stomach pylorus, 
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e Kidney hilum, 


e SMA (Superior mesenteric artery), 
e Celiac trunk. 


Paraesthesia (Loss of sensation) of the little finger + ring finger > 
Ulnar nerve 


Remember that: 


e Paraesthesia of The middle three fingers (thumb, index, MIDDLE) 
fingers > Median Neve. 

e Paraesthesia of little finger + ring finger (both dorsal and palmar) > 
Ulnar nerve 

e Paraesthesia of the dorsal aspect of the THUMB # a small area over 
the ((dorsal)) area between 1st (Thumb) and 2nd (Index) fingers > 


Radial Nerve. 
Ulnar 
Median 
Radial 
Copyrights @ Plab1lKeys.com 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 


© Copyright 


Important: If you are using your phone to view this page, we strongly recommend activating the 
desktop mode (Desktop site) for higher resolution and images. 


Anatomy 
Page 4 


Key 44 | A blow or a trauma to the lateral aspect of the area below the knee 


This called > 


The resulted lesion > Foot drop (inability to evert or dorsiflex foot) 


The affected nerve > Common peroneal nerve. 


Key 45 | If the hit was above the knee and the resulted abnormality was 


foot drop, the affected nerve is also > Common peroneal nerve. 


Key 46 | There is no C8 vertebra, it is just a nerve root that emerges below C7. 


Also: 


Median nerve: C5-T1 
Ulnar nerve: C8-T1 


These are roots, not vertebrae. 


Both Median and Ulnar nerves are responsible for the weakness of the 
hands 


Important: On a lateral neck X-ray, the lowest level needed to be 


seen after a neck injury is > C7-T1 
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In a suspected Cervical fracture, we need to get X-ray of all cervical 


vertebrae from C1 to C7 


Sometimes, [C7-T1 junction] does not appear on AP, Lateral, Open- 
moth odontoid (the peg view) X-rays. Hence, ordering what is called 
(Swimmer Lateral view) is required. 

Again, if this does not show C7-T1 > order CT Scan. 


Key 47 


A sudden fall on a knee > pain and swelling below the knee cap > The 
affected structure is either infrapatellar or prepatellar bursa. 


Prepatellar bursitis is the most common type among the knee bursae. 


The prepatellar bursa is a thin bursa in front of the knee (between the 
knee and the patella). It is commonly seen in people who kneel a lot 
such as housemaids and plumbers. 


Features: redness, pain, swelling, inability to flex knee > Rest usually 
relieves the symptoms. 
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Prepatellar Bursitis 


Remember that: 
- Housemaid Knee: Prepatellar bursitis. 
- Clergyman or jumper’s Knee: Infrapatellar bursitis. 


Key 48 


Again: 
Scrotum drains into > Inguinal LNs. (particularly: Superficial 
inoningal | Nec) 


"a ee beteai 


A man complains of double vision when looking to the right. The 
likely affected nerve is > 


Diplopia on lateral gaze > Abducens nerve (Same Side) 


O (Oculomotor) 3" CN T (Trochlear) 4° CN A (Abducens) 6" CN 
Same side Opposite side Same side 
Dilated pupil, ptOsis Diplopia on Downgaze_Diplopia on Lateral gaze 
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Nerve roots of the important deep tendon reflexes 


Achilles reflex = $1, $2 (“buckle my shoe”) 
Patellar reflex = L3, L4 (“kick the door”) 
Biceps and brachio-radialis reflexes = C5,C6 
(“pick up sticks”) 
Triceps reflex = C7, C8 (“lay them straight”) 
Cremasteric reflex = L1, L2 (“testicles move”) 
Anal wink reflex = $3, $4 (“winks galore”) 


So: 

Biceps C5 and Cé6 | Brachioradialis C6 and C7 I Triceps C7 and C8 
Ankle Si and S2 fj Anal (contraction of external sphincter) S2-S4 
Knee L3 and L4 


The land mark that is midway between symphysis pubis and 
suprasternal notch > Transpyloric plane (L1 Level) 


Notes: 


e Suprasternal notch = jugular notch = fossa jugularis sternalis. 


e Facial Nerve (7) Lesion — facial weakness + Loss of taste of the 


> “— » a 


Anterior ¢/5 oT Tongue. 


e Vagus Nerve (10*") lesion — Weak cough, Vocal Cord Paralysis 
with Dysphonia. 
Also, parasympathetic loss of Respiratory, GIT, CVS. 
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e Trigeminal Nerve (5") lesion: 

- Weakness of the muscles of Mastication. 

- Deviation of tongue towards the same side of the weak pterygoid 
muscle 

- Loss of facial sensation 


e Glossopharyngeal Nerve (9*") lesion: 

- Loss of gag reflex 

- Loss of taste from the Posterior 1/3 of the tongue 

- Loss of general sensation from posterior pharynx, tonsils, and soft 
palate. 


So, Loss of Taste Sensation: Ant. 2/3: Facial Nerve (7) 
Post. 1/3: Glossopharyngeal (9*") 


e Hypoglossal Nerve (12'): innervates the muscles of the tongue. 
An injury to it would deviate the tongue to the same side as the 
injury side. 


Also remember: 
: Tongue Deviation to the side of the lesion 
: Tongue Deviation to the side of the lesion 


10 vague, 7 facial, 12 hypoglossal, 5 trigeminal 


e.g. If tongue is deviated towards the right and there is an injury on the 


right side of the neck (the same side) > hypoglossal (12). 


10* (vagus) > Uvular deviation 
7‘ (facial) > Facial deviation 
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Key 52 Dupuytren's contracture 


e acondition in which there is fixed forward curvature (fixed 

flexion) of one or more fingers, caused by the development 

of a fibrous connection between the finger tendons and the 

skin of the palm. 

Dupuytren's contracture has a prevalence of about 5%. 

It is more common in older male patients. 

60-70% have a positive family history. 

Specific causes include Manual labour [ phenytoin treatment 

alcoholic liver disease [trauma to the hand J DM J Smoking 

e Mechanism > Formation of thickened fibrous tissue within the 
palmar fascia. 


e Rx > Fasciotomy 


Scenario: 

A 38-year old man is unable to extend and straighten his 4" and 5% 
fingers (ring and little fingers). A firm nodule was found on the 
distal palmar crease in the same line with the ring finger. His father 
has a Hx of a similar condition. 
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Key 53 


The likely diagnosis > 


The likely mechanism —> FGRimation Of thickened fibrous tissue 


Sensory Loss Responsible Nerve Roots: 


e Anterior thigh > L2 

e Inner thigh and distal anterior thigh > L3 
e Inner shin > L4 

e Outer shin and Dorsum of the foot > L5 
e Lateral Foot > S1 


Scenario: 

A man develops severe low back pain shooting down his right leg 
after lifting heavy objects. His Ankle and Knee reflexes are intact. 
He has reduced sensory stimulus over the dorsum of the right foot. 


The likely nerve root affected > L5 


Knee reflex is intact > (Not L3 or L4) 
Ankle Reflex is intact > (Not S1 or S2) 
Reduce sensation over the foot dorsum > L5 
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Ankle swelling and orthopnea ~ features of Heart Failure. 
Excessive alcoholism > Alcoholic Cardiomyopathy (Cardiac 
Enlargement on Chest X-ray) > Atrial Fibrillation. 

The commonest arrhythmia develops in patients with alcoholic 
cardiomyopathy is > Atrial Fibrillation. 

Acute alcohol intake can lead to > AF or flutter ((Holiday heart 
Syndrome)) 

AF presentation: Palpitation, Dyspnea, Dizziness or Syncope, Chest 
discomfort or pain, Stroke or TIC, Irregularly irregular pulse. 


Beck’s Triad: Hypotension, Muffled Heart Sounds, High JVP 
(Distended neck veins). 
Others: Dyspnea, Pulsus Paradoxus, Tachycardia. 


After MI > Acute pericarditis > Pericardial effusion > Cardiac 
Tamponade. 


e Trauma is the most important cause for cardiac tamponade. 
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N.B. Chest X-ray that shows 


CIC! FOMVal Ullal CrUolVUEl WIN] Val Ula lalliVvullauc, 
e Dx: Echo is diagnostic 


e Tx: Urgent pericardiocentesis. 


Pericardial Effusion: Water Bottle Sign 


i 


Resembles, 
to some extent, 
a leather bag 
filled with water 


Cardiothoracic 
Ratio >0.5 


Benign tumours. 

75% in the left atrium. 

Tend to grow on the wall (inter-atrial septum). 
10% are inherited -> Familial myxoma 


Features: 

e Obstruction of Mitral valve > Mid-diastolic murmur, Dyspnea, 
Syncope, Cong HF. 

e Small pieces may break off and travel to arteries causing 
(ischemia) of different parts such as: 
@ Lung > Can cause PE (Pulmonary Embolism) 
@ Brain >Can cause Stroke 
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@ Peripheries > Clubbing and Blue fingers. 
e Atrial Fibrillation 


- Dx > Echo > Pedunculated heterogenous mass typically attached to 
the region of fossa ovalis (inter-atrial septum). 


Key 4 |A patient was hit by a car into his chest and is brought to the 
emergency department. His neck veins are distended, Heart sounds are 
faint, hypotensive and tachycardic. 


The likely Diagnosis > : 
The most appropriate management > 


e Beck’s Triad: Hypotension, Muffled Heart Sounds, High JVP 
(Distended neck veins). 


- If QRS in lead | is up (+ve) and in lead II is down (negative) > 
Left axis deviation 

- If QRS in lead | is down (-ve) and in lead II is up (+ve) > 
Right axis deviation 
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RAD must have an upright P wave. 
lf the P wave is negative 
go to p. 359. 


All limb leads 


dA 


Lead Il TT 
Normal Left axis Right axis Right superior Indeterminate 


axis deviation deviation axis deviation axis 
—30° to +90° —30° to-—90° +90° to+150° +150° to +270° 


ai ae 


These causes are very important! 


Causes of Left Axis Deviation Causes of Right Axis Deviation 
Inferior MI Lateral MI 
Left Ventricular Hypertrophy Right Ventricular Hypertrophy 
Left Anterior Fascicular block (or Left Posterior Fascicular Block (or 
hemiblock) hemiblock) 
Obese Thin, Tall, Children 


Wolff Parkinson White Syndrome Chronic Lung Disease 
(delta wave) 
Pulmonary Embolism 


e Causes of EXTREMER Right Axis Deviation (No man’s land) = (North 
west axis): 


- Congenital Heart Disease. 
- Left Ventricular Aneurysm. 
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First degree heart block 
e PR interval > 0.2 seconds (Only prolonged PR intervals). 


Second degree heart block 

e type 1 (Mobitz |, Wenckebach) > Progressive prolongation of the PR 
interval until a dropped beat occurs. 

¢ type 2 (Mobitz Il) > PR interval is constant but the P wave is often 
not followed by a QRS complex. 


Third degree (complete) heart block 
e There is no association between the P waves and QRS complexes. 


First degree AV block 


Second degree AV block (Mobitz! or Wenckebach 


Second degree AV block (Mobitz I!) 


Ai ERE (GW 
RUSS EEE SESS: 
a A 
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Key 7 


| Atrial Fibrillation - fibrillatory waves 


Atrial Flutter - sawtooth pattern 


I 


e Agents used to control rate (Rate Control) in patients with 
(AF): 


- Beta-blockers (e.g. atenolol, metoprolol) > First line but 


Contraindicated in Asthma. 
- Calcium channel blockers (e.g. diltiazem) > if Asthmatic patient. 


- Digoxin > (not considered first-line anymore as it is less effective at 
controlling the heart rate during exercise. However, digoxin is the 


preferred choice if the patient has coexistent heart failure) 


° Atrial Flutter (sawtooth like waves) > Cardioversion (Shock) 


Key 8 | Ventricular tachycardia 


Ventricular tachycardia (VT) is broad-complex tachycardia originating 
from a ventricular ectopic focus. It can develop into ventricular 
fibrillation and therefore requires urgent treatment. 


P wave might be present or absent. 
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N.B: 
e An ECG showing broad complex tachycardia in a (still) conscious 
patient even if semiconscious ¢ atrial activity > 
+> Give Amiodarone (if haemodynamically stable) 


e If the patient is unconscious, Collapsed, not breathing > Ventricular 
> Defibrillation (Shock). 


e Ventricular fibrillation is the most important shockable arrhythmia. 


e Hypokalemia is the most important cause of ventricular 
tachycardia (VT) clinically. 


Ventricular Tachycardia Ventricular Fibrillation | os. 


Atrial Fibrillation a trial Flutter 


terete eee taua 


| h rl G \ | Si i h aK 
IAA 


Atrial Fibrillation Palpitation, Tachycardia, Dyspnea, Fibrillatory waves on 
the ECG. > Give Beta-Blocker. 
If Asthmatic > Give Calcium Channel Blocker. 

Atrial Flutter “Fluttering Feeling in the chest’, Sawtooth waves on 
the ECG > Cardioversion. 
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Ventricular Regular and Fast rhythm. 

Tachycardia Ongoing lightheadness, Palpitations, Chest pain. 

+> Give Amiodarone. 

Ventricular Older adult, Sudden collapse, Not breathing, 

Fibrillation Unconscious, No pulse > Cardioversion 
“defibrillation” 


Sinus Lightheadness, hypotension, vertigo, syncope, 
dizziness. 


Bradycardia 
N.B. Sinus brady cardia is normal in young athletes. 


Sinus Physiological situation (exercise, stress, anger). 


Tachycardia Hx of infection. 


Delta wave on the ECG 


While loop diuretics (furosemide, bumetanide) and nitrates are 
important in the management of acute or decompensated cardiac 
failure, they have no effect on long-term survival. 


patients with left ventricular failure; 


« ACE-inhibitors 

- Beta-blockers 

- Angiotensin receptor blockers (ARBs) 

- Aldosterone antagonists (e.g. eplerenone, Spironolactone) 
« Hydralazine with nitrates 
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How to manage Chronic Heart Failure? (Important) 
For all patient for symptomatic relief and to reduce the volume 
overload > Diuretics (e.g. Furosemide). 
Start with either ACEi or BB. (One drug at a time). 
If the symptoms persist > Add the other one (ACEi or BB). 
If the symptoms still persist > Add Spironolactone (Aldosterone 
Antagonist). 


OM Aili mess: If the patient has Diabetes, we start with ACE inhibitors 


(e.g. Ramipril, Enalapril) instead of Beta-Blockers. 
“Try to link ACEi with DM in your mind“! 
If HF + AF > Digoxin 


N.B. One might ask “Won't Furosemide + ACE inhibitors lead to 
hyperkalemia? 


Answer: No! 
e Thiazide and Loop Diuretics (e.g. Furosemide) > HypOkalemia. 
e ACEi (e.g. Ramipril) > HypeRkalemia. 


© In Acute Settings 


—> MONA (Morphine, 02, Nitrates, Aspirin 300 mg) + Heparin (either 
unfractionated or LMW such as enoxaparin) 


- If the patient presents within 12 hours of the onset of the symptoms 
> PCI (Percutaneous Coronary Intervention) “The gold standard” 
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. If Not, or PCI is unavailable > Thrombolysis (Alteplase). 


i Long term MI Managements 


Aspirin for life I Ticagrelor or Prasugrel for 12 months “Clopidogrel 
previously” | Beta Blockers (for 12 months) I AcE inhibitors I statins 


So, Long term = 5 Drugs: Aspirin, Clopidogrel, BB, ACEi, Statins 


TransOesophageal Echocardiography (TOE) with bubble contrast is 
the gold standard in the diagnosis of Patent Foramen Ovale (PFO). 
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(A Complication of MI that can develop shortly after the 
MI within 2 days) and Dressler's syndrome (presents 2-6 weeks after 
Ml) both have the same features > Pleuritic chest pain that worsens 
on lying flat and during inspiration, Pericardial rub, Widespread 
Saddle shaped ST elevation on the ECG. 


© They can also lead to (Enlarged globular heart 
on chest X-ray) and if severe enough, can also 


develop (also enlarged globular heart of the X-ray). 


Important Complications of MI 


This most commonly occurs due to patients developing ventricular 
fibrillation and is the most common cause of death following a MI. 
Patients are managed as per the ALS protocol with defibrillation 
(Cardioversion). 


If the patient survives the acute phase, their ventricular myocardium 
may be dysfunctional resulting in chronic heart failure. 
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Management: 


© For all patient for symptomatic relief and to reduce the volume 
overload > Loop Diuretics (e.g. Furosemide). 

© Start with either ACEi or BB. (One drug at a time). 

© If the symptoms persist > Add the other one (ACEi or BB). 

© If the symptoms still persist > Add Spironolactone (Aldosterone 
Antagonist). 


© Ventricular fibrillation is the most common cause of death following 
a MI. 


Other common arrhythmias including ventricular tachycardia. 

Management: 

1) Check the patient’s pulse, if no pulse, commence the arrest 
protocol immediately. 

2) Administer Q2. 

3) If the patient is hemodynamically unstable: Synchronised 

followed by IV Amiodarone followed by further 

Shocks if needed. 


® Occurs within 48 hours after MI. 

© Features > Pleuritic chest pain that is worse on lying flat and 
during inspiration, + Fever, pericardial rub may be heard and a 
pericardial effusion may develop leading to enlarged globular heart on 
chest X-ray or diagnosed by echocardiogram. 

© ECG > Widespread Saddle Shaped ST Elevation with upward 
concavity + PR Depression. 
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® It tends to occur around 2-6 weeks following a MI. The underlying 
pathophysiology is thought to be an autoimmune reaction against 
antigenic proteins formed as the myocardium recovers. 


© It is characterised by a combination of fever, pleuritic pain worsens 
on inspiration and lying flat, pericardial effusion and a raised ESR. It is 
treated with NSAIDs. 

® ECG: Widespread Saddle Shaped ST Elevation + PR Depression. 


@ The ischaemic damage sustained may weaken the myocardium 


. . . . 
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© This usually occurs 4-6 weeks post MI. 


© This is typically associated with and left 


ventricular failure. 

A thrombus may form within the aneurysm increasing the risk of 
stroke. Patients are therefore anticoagulated. 

ECG > Persistent ST Elevation + Left Ventricular Failure. 

CXR > Enlarged heart with a bulge at the left heart border. 

Echo > Paradoxical movement of the ventricular wall. 


Rupture of the interventricular septum usually occurs in the first 
week and is seen in around 1-2% of patients. 
Features: acute heart failure associated with a pan-systolic murmur. 


An echocardiogram is diagnostic and will exclude acute mitral 
regurgitation which presents in a similar fashion. 
© Urgent surgical correction is needed. 
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Occurs 2-15 days after the MI (Mostly inferior Ml) 

® Causes > Ischemia or rupture of the papillary muscle. 

An early-to-mid systolic or Pansystolic murmur is typically heard. 
Treatment — vasodilator therapy but often require emergency 
surgical repair. 

May present with Hypotension, Tachycardia and Pulmonary edema. 


Key 13 | Types of MI / Sites of Myocardial Infarction 


wa (ms Ys at 


The Area of Infarct (Site) / ST elevated leads on ECG The likely Occluded Artery 
Inferior MI Il, Ill, aVF Right Coronary 
Lateral MI |, aVL, V5, V6 Left Circumflex 


Anterior or (Anteroseptal) Vi-V4 LAD (Left Anterior Descending) 


ee im oo ed ee a A ee Ree Penne eae le 


AnteroLateral Ni 1, AVL, V4, Vo, VO LAU OF Lett Circumfex 
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Key 14 | Any patient presents with STEMI, give MONA (Morphine, O2, 
Nitroglycerin, Aspirin) and send immediately for PCI (Percutaneous 
Coronary Intervention). 
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Key 15 |@ The first drug of choice for (Dizziness, 
feeling unwell) is > Atropine (Given 0.5 mg IV push and may be 
repeated up to a total dose of 3 mg). 
© 2™ Line > Dopamine. 
© 3™ Line > Epinephrine. 


# N.B If the question was “the next best step” (or) “the initial line”, the 
Answer will be > 


Key 16 : Hypotension, Muffled Heart Sounds, High JVP 
(Distended neck veins). 


> Cardiac Tamponade. 


~— 


New Murmur + Fever > think of Infective Endocarditis (IE) 


+ Malaise, Rigors. 


The initial step > Blood Culture and Echo (pick the given one in options) 


© A previous episode of endocarditis > the strongest risk factor for 
developing infective endocarditis. 

© Rheumatic valve disease. 

© Prosthetic valves. 

© Congenital heart defects. 

© Intravenous drug users (IVDUs, e.g. typically causing tricuspid lesion). 


e The Causative Organisms: 


- Staph. aureus is the commonest cause of JE in general. 
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- Staph. Epiaermidis is the commonest cause after prosthetic vaive 
surgery. 

- Strept. Viridans (especially sterpt. Mitis and strept. Sanguinis) are the 
commonest cause in people with poor dental hygiene or following a 
dental procedure. 


e Features and Diagnosis 


Infective endocarditis diagnosed if 
e 2 major criteria, or 

e 1 major and 3 minor criteria, or 

e 5 minor criteria 


1) Positive blood cultures 

® Two positive blood cultures showing typical organisms consistent 
with infective endocarditis, such as Streptococcus viridans and the 
HACEK group, (Or) 

© Persistent bacteraemia from two blood cultures taken > 12 hours 
apart or three or more positive blood cultures where the pathogen is 
less specific such as Staph aureus and Staph epidermidis. 


2) Evidence of endocardial involvement 

© Positive echocardiogram (oscillating structures, abscess formation, 
new valvular regurgitation or dehiscence of prosthetic valves). (Or) 
© New valvular regurgitation 
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Ax =e eo % ea 
Minor criteria 


1. Predisposing heart condition or intravenous drug use. 

2. Microbiological evidence that does not meet the major criteria. 
3. fever > 38°C. 

4. Vascular phenomena > Major emboli, Solenomegaly, Clubbing, 
Splinter haemorrhages, Janeway lesions, Petechiae or purpura. 

5. Immunological phenomena > Glomerulonephritis, Osler's nodes, 
Roth spots. 


N.B. 
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persist for hours to days. 

- Janeway lesions: Non-tender, small, erythematous or hemorrhagic 
macular or nodular lesion on the soles or palms. (they occur due to 
septic micro-emboli that deposit the bacteria under the skin). 


Splinter 
hemorrhage 


Osler node 


Roth's spot Janeway lesion 


Endocarditis: initial “Empirical” “Blind” therapy 
e Native valve endocarditis > 
- Amoxicillin + low-dose Gentamicin. (Or), 
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- Vancomycin + low-dose Gentamicin (If Penicillin allergic or MRSA 
“Methicillin-Resistant Staph. Aureus” is suspected or Severe Sepsis). 

¢ If Hx of prosthetic valve endocarditis> 

Vancomycin + low-dose Gentamicin + Rifampicin 


The most important note to remember is that in any patient presenting 
with +a new heart > suspect and 
order until proven otherwise. 


Key 18 |In a Patient with We Calculate the 


Congestive Heart Failure (LVEF<40%) 


Hypertension 


ne 
es 
Ls | setemnwerenieniaion [= 
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ee 


| Se | _Sex category (female) 1 | 


# Give Warfarin or DOAC (Direct-Acting Oral AntiCoagulants, such as 
(Apixaban, Rivaroxaban, Edoxaban, Dabigatran) To > 


© All patients with score 2 or more. 
Consider giving Warfarin or DOAC to Men whose scores are 1 or more. 
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Key 19 


Advantages of DOAC: 
- No need for INR Monitoring, 
- Faster Onset of Action (2-4 hours), 
- Reduces the risk of intracranial Hemorrhage. 


Disadvantages of DOAC: 
- No Antidote 
- Require strict compliance by the patients. 


The CHA2DS2-VASc score is used to determine the need to 
anticoagulants in a patient who has atrial fibrillation. 


The HAS-BLED score estimates the risk of major bleeding for patients 
on anticoagulation for atrial fibrillation. 


The DRAGON score predicts the 3-month outcome in ischaemic stroke 
patients receiving tissue plasminogen activator (tPA) e.g. alteplase. 


The ABCD2 score (Prognostic) is used to identify the risk of stroke in 
patients who have had a suspected TIA. 


The QRISK2 score is used to determine the risk of a cardiovascular 
event in the next 10 years. 


Often caused by congestive heart failure. When the heart is not able 
to pump efficiently > blood can return into the veins > then to the 
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lungs. As the pressure in these blood vessels increases, fluid is pushed 
into the air spaces (alveoli) in the lungs. 


Desaturation (Low O2 Sat.), Dyspnea, Orthopnea (SOB worsens when 
lying down), Auscultation > Crepitations, Tachycardia. 


While aren usually shows features of pulmonary edema (The 


single most appropriate Investigation), the underlying cause requires 
to be identified (e.g. Congestive Heart Failure, 


Complication of MI> Acute Mitral Regurgitation due to papillary 
rupture, Ventricular aneurysm, ...etc.) 


© The Most Appropriate Investigation > Chest X-Ray. 
The Investigation Needed for Identifying the Underlying Cause > Echo. 


(But the last A is replaced with F): Morphine, O2, Nitrates, 
Furosemide (Lasix). 
1) Sit the patient up (Popup position) and give O2 (aim for O2 sat of 
> 95%, or = 90% in COPD patients). 
2) Spray 2 puffs of sublingual GTN (Glyceryl TriNitrates). 
3) Give Furosemide (Lasix) 40 mg IV (Slowly). 
4) Give Diamorphine (2.5-5 mg IV slowly) or Morphine (5-10 mg IV 
slowly) to relieve pain, anxiety and distress. 


N.B. A good difference between Pulmonary Edema and Pulmonary 
Embolism is that Pulmonary Oedema can be diagnosed by Chest X-ray 
while Pulmonary Embolism needs D-Dimer, CTPA (CT Pulmonary 
Angiogram). This might be a hint in the question. 
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Congestive Heart Failure — Heart unable to maintain circulation 


Pulmonary Edema — Fluid build up in lungs 


Normal Pulmonary Edema 


Pulmonary Oedema > Kerley Lines (Expansion of the interstitial space by fluid) 
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pertension Management 


Blood pressure classification 

Stage Criteria 
Stage 1 Clinic BP = 140/90 mmHg and subsequent ABPM daytime 
hypertension average or HBPM average BP > 135/85 mmHg 
Stage 2 Clinic BP = 160/100 mmHg and subsequent ABPM daytime 
hypertension average or HBPM average BP = 150/95 mmHg 
Stage 3 Clinic systolic BP > 180 mmHg, or clinic diastolic BP = 110 mmHg 
“Severe 
hypertension” 


Keys: 

ABPM > Ambulatory Blood Pressure Monitoring. 

HBPM + Home Blood Pressure Monitoring. 

N.B. Clinic BP is usually higher than ABPM and HBPM because some people get 
stressed or feared while at a clinic > a slight increase in BP. 


Lifestyle advice should not be forgotten: 

e Low Salt diet. 

¢ Caffeine intake should be reduced. 

e Stop smoking, drink less alcohol, eat a balanced diet rich in fruit and 
vegetables, exercise more, lose weight. 
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« When to Treat Stage 1 Hypertension (ABPM or HBPM > 135/85 


mmHg)? 


¢ Treat if < 80 years of age AND any of the following apply: 

Target organ damage, established cardiovascular disease, renal 
disease, diabetes or a 10-year cardiovascular risk equivalent to 20% or 
greater 


Note: If a patient is completely free and has a stage 1 
Hypertension > Lifestyle and Diet Modification and review. 


Note: In a patient with stage 2 hypertension at a clinic (Clinic BP = 
160/100 > Before commencing antihypertensive medication, record 
either ABPM or HBPM. 

© Note: For patients < 40 years and stage 2 hypertension or higher > 
Consider specialist referral to exclude secondary causes of the HTN. 


If ABPM or HBPM 2 150/95 mmHg (i.e. stage 2 or higher 
hypertension) — [\WEVER TEL. 


s of The Management of Hypertension 


e Patients < 55-years-old — ACE inhibitor (A) or ARBs. 
* patients > 55-years-old or of Afro-Caribbean origin “of any age” — 
Calcium channel blocker. 
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e ACE inhibitor + Calcium channel blocker (A + C) 


Step 3 
e Add a Thiazide Diuretic (D) > ACEi + CCB + Thiazide Diuretic (A+C+D). 


- Example of ACEi > Enalapril. 

- Example of CCB > Amlodipine. 

- Examples of thiazide diuretics — chlorthalidone (12.5-25.0 mg once 
daily) or indapamide (1.5 mg modified-release once daily or 2.5 mg 
once daily) 


— Lt re 


— BECAGFORHRECTHHAHGEEe IS a Thlazide like aiuretic, NOWever, IT IS NO 
longer recommended by NICE as an antihypertensive. 


Step 4 (For resistant hypertension) 


e consider further diuretic treatment. 

© If potassium < 4.5 mmol/| > add spironolactone (Potassium Sparing) 
25mg OD. 

© If potassium > 4.5 mmol/| > add higher-dose thiazide-like diuretic 
treatment 

e if further diuretic therapy is not tolerated, or is contraindicated or 
ineffective, consider an alpha- or beta-blocker. 


@ Patients who fail to respond to step 4 measures should be referred 
to a specialist. 

M@ NICE recommend: If blood pressure remains uncontrolled with the 
optimal or maximum tolerated doses of four drugs, seek expert 
advice. 
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Blood pressure targets 


For Diabetic patients with Hypertension: 

If end-organ damage (e.g. renal disease, retinopathy) < 130/80 mmHg 
otherwise < 140/80 mmHg. 

© For Hypertensive patients without DM: 


Clinic BP ABPM / HBPM 
Age < 80 years 140/90 mmHg 135/85 mmHg 
Age > 80 years 150/90 mmHg 145/85 mmHg 


© Always treat hypertension in a DIABETIC patient with ACE inhibitor 
regardless of the age. 

© However, if this diabetic patient is Afro-Caribbean, start with both 
ACE inhibitor + Calcium Channel Blocker. 


=" Before commencing ACE inhibitor for any patient, check eGFR. 
If eGFR (Glomerular Filtration Rate) is low; <30 as in advanced Chronic 
Kidney Function (CKF) — ACEi and ARBS should be avoided in this case. 


Why ACE inhibitors is used for Diabetic hypertensive patients? 
- It is reno-protective (unless eGFR is low; <30; in advanced CKD) 


- It has a protection against diabetic retinopathy. 
- It has +ve effect on glucose metabolism. 


Key 21 | Scenario 
20 days after MI, a patient developed sudden Dyspnea. O/E 


— Tachycardia, Desaturation (88% on Room Air), Hypotension 
and Bilateral Chest Crackles. 
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The likely Dx > Pulmonary Oedema. 

The appropriate Initial step > Chest X-Ray. 

The best investigation to identify the cause > Echocardiography. 
Treatment > MONE (Morphine, O2, Glyceryl Trinitrates, 
FUROSEMIDE). 


Pulmonary Oedema > Kerley Lines (Expansion of the interstitial space by fluid) 


left bundle branch block (LBBB). 
In the context of chest pain, new LBBB is significant as it is an indication 
for thrombolysis / percutaneous coronary intervention. 


LBBB features on ECG: 
: usually in Lead (I), aVL and 
V6 but not always. 
: usually in lead (V1). 
© Left Axis Deviation (Not always) 


mportant Note > 
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| ©“M’ shaped aa in Leads: |, aVL, V6. 
| _@ Deep (Negative) “Inverted” QRS in V1. | 


| y u 
Left Bundle Branch Block (LBBB) ine all 


Ruptured Abdominal Aortic Aneurysm (AAA 


The classic picture: a triad of: Pain, Hypotension, pulsatile tender 
abdominal mass. 

- Sudden onset of severe abdominal +/- Lower back +/- Flank pain. 
- Shock (Hypotension, Sweating, Fainting) 

- Absent Lower Limb Pulse (e.g. femoral pulse). 


It is a surgical emergency; therefore, immediate \UJitgetyeltlate| is the 
most appropriate initial investigation. 
If no U/S in the options, go for abdomen. 


In a patient with Heart Failure (LL Edema, Dyspnea, Orthopnea, 
Ejection fraction less than 40%), the management would be: 


e For symptomatic relief and to reduce the volume overload > Loop 
Diuretics (e.g. Furosemide) 
e Start with either ACEi or BB. (One drug at a time) 
e If the symptoms persist > Add the other one (ACEi or BB). 
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e If the symptoms still persist > Add Spironolactone (Aldosterone 
Antagonist). 


° : If the patient has Diabetes, we start with ACE 
| ik (e.g. Ramipril) instead of Beta-Blockers. | 


Key 25 | Coronary Artery Dominance 


- The artery that supplies the Posterior Descending Artery (PDA) 
determines the coronary dominance. 


- In 85% of the population, the Right coronary artery (RCA) gives off 


the PDA (Right Dominant). 


- In 15% of the population, the left circumflex gives off the PDA (Left 


Dominant). 


Hence, the artery that has artery dominance is the (RCA), as it gives 
off the PDA in 85% of people. 


Key 26 


@ It tends to occur around 2-6 weeks following a MI. The underlying 
pathophysiology is thought to be an autoimmune reaction against 
antigenic proteins formed as the myocardium recovers. 

© It is characterised by a combination of fever, pleuritic pain worsens 


on inspiration and on lying flat, pericardial effusion and a raised ESR. 
@ It is treated with NSAIDs. 
® ECG: Widespread Saddle Shaped ST Elevation + PR Depression 


Key 27 | Hypokalemia: 


Muscle weakness and cramps + U wave on ECG 
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© One reason is Thiazide like diuretics (e.g. Bendroflumethiazide) and 
Loop diuretics (e.g. Furosemide) But not Potassium-sparing diuretics 
(e.g. Spironolactone) which causes HypeRkalemia. 


® Spironolactone and ACE inhibitors > HypeRkalemia. 
Loop diuretics, Thiazide diuretics > HypOkalemia. 


The ECG changes in HypUkalemia > U Wave 


Key 28 


Usually in young patients 
Presents with Palpitations, Light-headedness, Recurrent, Young. 


tf Management: 


ne —> Valsalva manoeuvre, Carotid massage. 


0 proved? > Intravenous adenosine (6mg Rapid IV Bolus), still 
not jaiphovedt — give another 12mg, still not improved? — give 
another 12mg. 
N.B. Adenosine is contraindicated in asthmatics — Verapamil (CCB) is 
the ee option in Asthma. 

iproved? > Electrical DC cardioversion 


Copyrights @ Plab1Keys.com 


odes -> &-Blockers or Radio-frequency ablation. 


In summary: 
Carotid Massage and Valsalva Manoeuvre > IV Adenosine 6 mg 
> IV Banos 12 mg IV acca 12 mg Cardioversion 


Gracia Tachycardia rn 
(Narrow Caines vi) 


1° line > Gaol itagage | > - 
/  & Valsalva Manoeuvre. 
24 line > IV Adenosine. 


Beat-to-beat variations with no uniform pattern of ventricular 
contractions. 


® Broad QRS (except in resting status), Prolonged QT, Fainting 


episodes, Patient might bea young are Recurrent. 


1 Treatment — IV Magnesium Sulphate. 


N.B. Verapamil should NOT be used in a aie VT. 
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see 


nara WPolymorphicie Broad = ‘Complex ] 
| Ventricular. st achycardia } 
| = Torsade De Pointes | 


IV Magnesium Sulphate 


Fao 


ECG cesta ci Torsades de Pointes 


Pose Ge GEER 
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eee 
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Key 29 | Any patient presents with STEMI, give MONA (Morphine, O2, 
Nitroglycerin, Aspirin) and send immediately for PCI (Percutaneous 
Coronary Intervention). 


What if PCI was not given in the options? 


Pick > Alteplase (Tissue Plasminogen Activator) or Streptokinase 


Thrombolysis. 


Mi (Acute chest pain radiating to jaw, shoulder...) BUT 
elevation on ECG. What to Do Next? 


> Measure Cardiac Enzymes, especially (MMOpOnIn) 
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Patients with Ischemic Chest Pain 


Perform ECG 


No ST elevation ST elevation 


, Non ST elevation myocardial ST elevation myocardial 
ila ic infarction (NSTEMI) infarction (STEMI) 
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Key 31 | 6 weeks after MI, a patient returns with SOB when walking long 
distance and his ECG shows ST elevation in V1-V5 leads. 


The likely cause > Pent Wentriculan Aneurysm. 


(Persistent ST elevation post-MI) 


® The ischaemic damage sustained may weaken the myocardium 
resulting in a thin muscular layer; thus, aneurysm formation. 


© This usually occurs 4-6 weeks post MI. 
This is typically associated with and left 


ventricular failure. 

A thrombus may form within the aneurysm increasing the risk of 
stroke. Patients are therefore anticoagulated. 

ECG > Persistent ST Elevation + Left Ventricular Failure. 

CXR > Enlarged heart with a bulge at the left heart border. 

Echo > Paradoxical movement of the ventricular wall. 


Key 32 
Central Chest Pain or Epigastric or Substernal pain that is severe, 
sudden, crushing, pressuring, squeezing or burning and radiates to 


arms, shoulders, neck or jaw. 
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+ Sweating (Diaphoresis), Nausea, Vomiting, Fatigue and/or 


Dalnitatinnc 


Fo ea eS eee eae 


SOB “Shortness of breath”. 


Key 33 | Postural Hypotension (Orthostatic Hypotension) 


- Itis a drop in the BP of >20 mmHg within 3 minutes after 
standing. 

- BP is measure when lying down, then standing up. 

- Dx: Monitor BP. 

Postural hypotension is common in elderly people especially those 

who take multi-drugs (multi-pharma) and those with hypertension. 

Anti-hypertensive medications can cause postural hypotension as 

well. 

- Why? Because the Baroreflex mechanisms which control the HR 
and The VR (Vascular resistance) decline with age, particularly in 
patients with hypertension. 


Hypertension and he is a Diabetic patient > ACE inhibitor (e.g. 
Enalapril). 
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> Calculate CHA2DS2-VASc Score (Key number 18) > Give (Warfarin) or 


(DOAC such as Apixaban, Rivaroxaban, Edoxaban, Dabigatran) Accordingly. 


/ Murmur > Infective Endocarditis 


So, the reason is > Infection 


- Staph. aureus is the commonest cause of JE in general. 

- Staph. Epidermidis is the commonest cause after prosthetic valve 
surgery. 

- Strept. Viridans (especially sterpt. Mitis and strept. Sanguinis) are the 
commonest cause in people with poor dental hygiene or following a 


Key 37 


dental procedure. 


= Three-beat patterns = Ventricular Trigeminy. 


© Asense of a missed/skipped beat, unsustained palpitation + 
Dyspnea and Dizziness due to immature discharge of a ventricular 
ectopic focus which produces > an early and broad QRS complex. 


© Causes > IHD (MI), Cardiomyopathy, Stress, Alcohol, Caffeine, 
Cocaine, Medications OR Naturally. 


® Over half the population have silent, or asymptomatic ventricular 
ectopics which are discovered incidentally on a routine ECG. 


© If No underlying Heart disease (IHD, Cardiomyopathy) > Benign, no 
clinical significance. 


© If these ventricular ectopics are due to IHD or Cardiomyopathy > 
may precipitate to more life-threatening arrhythmias like Ventricular 
Fibrillation. 
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Central Chest Pain or Epigastric or Substernal pain that is severe, 
sudden, crushing, pressuring, squeezing or burning and radiates to 
arms, shoulders, neck or jaw. 

© + Sweating (Diaphoresis), Nausea, Vomiting, Fatigue and/or 
Palpitations. 

® SOB “Shortness of breath”. 


@ Keep in mind that some patients may present with additional 
Atypical feature such as Abdominal Pain, Jaw pain or Altered mental 
state. 
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Long term medications post-Myocardial Infarction = 5 Drugs > 
Aspirin, Clopidogrel, 8- Blockers, ACEi, Statins 


(You need to memorise these 5 drugs)! 


Key 40 


A patient with chronic heart failure developed gout. A drug for this 
gout is prescribed. A few days later, the patient came back to the 
hospital complaining of worsening of his Hear Failure symptoms (SOB, 
Orthopnea). 


- The likely catice of this natient’s sout > Thiazide or loon Diuretics 


OE eR Oe ee ee ee ee eg ee ee ee ee ane ee A ee ee ee ee ee 


(Both can cause hyperuricemia (Gout) and both can be used to treat 
the volume overload caused by Heart Failure) 


- The likely cause of this patient’s worsening of SOB and Orthopnea 
> NSAIDs (e.g. Ibuprofen) that was prescribed to treat his gout. 
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Important Notes: 


® Never give NSAIDs (e.g. Ibuprofen), Nor selective COX-2 inhibitors 
(e.g. Celecoxib) to the following patients: CKD} IHD} (Chronic 
Kidney Disease, Chronic Heart Failure, Ischemic Heart Disease). 


@ These drugs can worsen the HF (worsening the SOB and Orthopnea) 
and also the renal function. 


© Remember that NSAIDs inhibit the synthesis of prostaglandins > 
thus, decrease the eGFR, retain more salt and water (risk factor for HF). 


® N.B. Thiazide like diuretics and Loop diuretics decrease the 
clearance of Uric Acid > leading to Gout (Hyperuricemia) 


N.B. NSAIDs such as Ibuprofen are used for the treatment of Gout. If 
given for a patient with chronic heart failure, they would worsen the 
symptoms (Orthopnea and Dyspnea). 


Key 41 


If No Signs of Life (No breathing, No detectable Pulse): 
1) Ring the emergency bell and call resuscitation team (Code Blue) 


first. Then > 
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Shout for help and 
assess the patient Pike 


@ 
PLAB 
KEYS 


KEYS 


Are there signs of life? 
(Breathing, Pulse, Movement) 


eal Hand overtothe 
| ABCDE aaa _ Resuscitationteam 


| 
\ 


of Life 


Key 42 |In MI patient, what if PCI was not given in the options? 
Pick > Meee or Streptokinase = Thrombolysis. 


Key 43 | In Diabetic Patients, Silent MI (Painless Ml) can kill them without 
them shouting for help (i.e. suddenly, these patients might collapse 
and die silently). This is because They may not feel chest pain due to 
autonomic neuropathy. 


An elderly male presents with Palpitations and Shortness of breath on 
exertion. The ECG is as follows. What is the diagnosis? 
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Answer: 


Atrial Fibrillation 


ad ee BY ay : ba KEYS 
© Irregularly Irregular Rhythm. pry (Ba 


© Absent “P” wave. 
& Fine Fibrillatory waves. Fe 

Plablkeys.com 
[Es] Besd wy 


Palpitation, Tachycardia, Dyspnea (SOB), Fibrillatory waves on 


Key 45 | Remember: 
In Supraventricular tachycardia (Narrow QRS Complex) 
> We firstly perform Carotid Massage and Valsalva Manoeuvre. 
If this fails > We give lV Adenosine. 


Key 46 
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Hypotension, Muffled Heart Sounds, High JVP (Distended neck veins). 


e Trauma (e.g. stab in the chest) is the most important cause for 
cardiac tamponade. 

e Dx: is diagnostic 

e Tx: Urgent pericardiocentesis. 


Key 47 |Remember that: 


In Atrial Myxoma > Mitral valve obstruction > Mitral Stenosis > 
Early or Mid-diastolic murmur, Dyspnea, Syncope. 


In Atrial Myxoma > Break down of small emboli from the mass can 
travel down the blood and cause ischemia (e.g. Pulmonary Embolism, 
Stroke, Clubbing, Blue fingers) 


Therefore, in a patient with Hx of syncope, SOB, Pulmonary Embolism 
and early-mid diastolic murmur > Think of Atrial Myxoma. 


Key 48 | Alcohol 


UK guidelines recommend that a person should drink 


- No more than 14 units a week, 


ee | Pe ee ee ee eee ee 


ENN TENE RECT SF Mk a May, 


- with at least 2 alcohol-free days a week. 


Example: 


If someone drinks 7 units of alcohol a week and smoke 20 cigarette a 


day, we should refer him to > Smoking Cessation Clinic. This is 
because his alcohol intake is insignificant as per NICE. 
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Key 49 | Scenario: 


4 days after MI, an elderly patient presents with Fatigue and Dyspnea. 
On Auscultation > Pansystolic murmur at the apex and radiates to the 
axilla was heard. 


> The likely Dx > Mitral Regurgitation. 
> The likely Cause > Rupture of Papill 


Occurs 2-15 days after the MI (Mostly inferior Ml) 

Causes > Ischemia or Rupture of the papillary muscle. 

An early-to-mid systolic or Pansystolic murmur is typically heard. 
© Treatment — vasodilator therapy but often require emergency 
surgical repair. 


Key 50 | Scenario 
2 days after MI, an elderly patient presents with fever and chest pain. 
ECG shows ST elevation with upward concavity. 


Key 51 |For Acute Myocardial Infarction patients, the analgesic that can 
be used while in the ambulance is still > !V Morphine. 


Remember the initial management for acute MI > (MONA): 
Morphine, Oxygen, Nitrates, Aspirin. 
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MI Analgesia while in an ambulance (Pre-Hospital) 


1) Glyceryl Trinitrate (GTN) sublingual or spray. 

2) +/- Opioids (INTRAVASCULAR): 2.5-5 mg Diamorphine or 5-10 mg 
Morphine. 

- N.B. Around 1/3 of the patients with MI have nitrate-resistant 
chest pain; therefore, morphine is given IV. 

- Why IV and not IM? IM absorption is unreliable + if the patient is 
given thrombolysis, later on, the site of IM injection might bleed. 


Ventricular Old adult, Sudden collapse, Not breathing, 
Fibrillation Unconscious > Cardioversion “defibrillation” 


Broad Complex Tachycardia 
Tachyarrhythmia is one of the complications of MI. 


@ An ECG showing broad complex tachycardia in a (still) conscious 
patient + atrial activity > Ventricular tachycardia > 


@ If the patient is hemodynamically unstable; unconscious, 
Hypotensive, Collapsed, not breathing > Ventricular Fibrillation > 
1) Check the patient’s pulse, if no pulse, commence the arrest 

protocol immediately. 
2) Administer Q2. 
3) If the patient is hemodynamically unstable: Synchronised 
followed by IV Amiodarone followed by further 
Shocks if needed. 


- N.B. HypOkalemia is the most important cause of ventricular 
tachycardia (VT) clinically. 
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Key 53 | Treatment of Cardiac Tamponade > Pericardiocentesis. 


Key 54 | @ Tall Tented T-wave > HypeRkalemia. 
U-wave > HypOkalemia. 
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Engobfant Callees of MypeRienn 
ACE inhibitors, Spironolactone, NSAIDs, Renal Failure, Acidosis, 
Adrenal Insufficiency, Addison's disease 


| Firstly > Protect the cardiac membrane by <iving NIGEURIGMESRERS| on: 


Calcium Chloride). 


| Then > Reduce the serum Potassium by giving Insulin with Dextrose OR sometimes 


salbutamol inhalation. 
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| Key 55 | 45 Y/O African patient has BP 160/90 on three separate occasions. | 


> The initial line treatment > Calcium Channel Blocker 


(First Step Management of hypertension in African-Caribbean 
patients is CCB regardless of the age). 


Key 56 |Remember that: 


LBBB is associated with acute MI. 
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| © “M” shaped QRS in Leads: |, aVL, V6. | 
| _@ Deep (Negative) “Inverted” QRS in V1. | | 
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| Left Bundle Branch Block (LBBB) NAA beekcoo aval 


Type of Murmur | Where is it Symptoms 
heard? 


Aortic Stenosis Ejection Systolic Right 2"¢ ICS just Dyspnea on activity, 
lateral to sternum, Anginal chest pain, 
radiates to Carotid syncope 
artery 
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Aortic Regurgitation | Early Diastolic Right 2" ICS just Symptoms of Heart 
lateral to sternum Failure 

Mitral Stenosis Mid-Late Diastolic, | Apex (left 5° ICS Symptoms of Heart 
with opening click MCL) Failure 


Mitral Regurgitation | Pan-Systolic Apex (left 5 ICS Symptoms of 
MCL), radiates to congestive Heart 
Axilla Failure; edema, 
Ascites 


Pulmonary Stenosis | Ejection Systolic Left 2°49 ICS just Systemic Cyanosis 
lateral to sternum, 
radiates to left 
shoulder of 
infraclavicular area 


Pulmonary Early-Diastolic Left 2"¢ ICS just Symptoms of Right- 


Regurgitation lateral to sternum Sided Heart Failure 


Tricuspid Stenosis Diastolic Rumble 4th_st* ICS over the Fluttering 
left sternal border. Discomfort in the 
neck 


Tricuspid Pan-Systolic 4.5 ICS over the | Symptoms of Right- 
Regurgitation left sternal border. | Sided Heart Failure 


Example: 
A patient with Hx of Mi presents with Orthopnea (Cannot lie down 
flat), Bibasilar crepitations, Pan-systolic murmur. 


> Mitral Regurgitation 


A Young adult presents with frequent fainting attacks since childhood 
and prolonged QT. There are also sinus rhythm and normal P-R 
interval. No FHx of arrhythmias or sudden death. 
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Beat-to-beat variations with no uniform pattern of ventricular 
contractions. 

® Broad ORS (except in resting status), Prolonged QT, Fainting 
rand ESHerit Se be a young athlete. Recurrent. 


— 
Polymorphic | Broad-Complex | 
Ventricular. sl achycardia 
= Jorsade De Pointes 
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Key 59 | An elderly patient with a Hx of Stroke presents with exertional 
dyspnea. ECG > AF. Chest X-ray > Straight left heart border. 


> Mitral Stenosis. 


« The most common cause of mitral stenosis > rheumatic fever, 
rheumatic fever and rheumatic fever. 
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Pathogenesis of Mitral Stenosis: 

Mitral stenosis impedes left ventricular filling > increased left atrial 
pressure (Which will lead to left atrial hypertrophy; therefore, CXR 
shows Straight left side heart border) > Blood returns Back to lungs > 
Pulmonary Congestion Fl Right Ventricular Failure (Hepatomegaly, 
Ascites, Oedema) 


Features 

¢ Mid-late diastolic murmur (best heard in expiration) “low pitched” 
Note: left murmurs best heard in expiration whereas Right murmurs 
(Aortic) best heart in inspiration 

¢ Loud S1, opening snap 

¢ Low volume pulse 

e Malar flush 

¢ Atrial fibrillation 


Features of severe MS 
¢ The length of murmur increases 
¢ The opening snap becomes closer to S2 


Chest x-ray 
e Left atrial enlargement may be seen > Straightening the left border 
of the heart. 


ECG (may show): 

- Signs of Right ventricular hypertrophy 
- P mitrale (bifid P wave) 

- AF 


Echocardiography 


(Thickening of Mitral valve leaflets) 
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Key 60 | First line treatment in AF > B-Blockers (e.g. Metoprolol) 


Key 61 


© | Ejection Fraction (+) Septal Wall Thickness > 


© 7 Ejection Fraction (+) 7’ Septal Wall Thickness > 


¢ dilated heart leading to systolic (+ diastolic) dysfunction 

¢ all 4 chambers are affected but Left Ventricle is more affected than 
Right Ventricle. 

e features include arrhythmias, emboli, mitral regurgitation 

e absence of congenital, valvular or ischaemic heart disease 


@ Causes often considered separate entities 
¢ alcohol: may improve with thiamine 


* postpartum 
¢ hypertension 


@ Other causes 

e inherited 

* previous MI 

¢ infections e.g. Coxsackie B, HIV, diphtheria, parasitic 

¢ endocrine e.g. Hyperthyroidism 

e infiltrative e.g. Haemochromatosis, sarcoidosis 

* neuromuscular e.g. Duchenne muscular dystrophy 

¢ nutritional e.g. Kwashiorkor, pellagra, thiamine/selenium deficiency 
¢ drugs e.g. Doxorubicin 
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Key 62 


© Inherited dilated cardiomyopathy 

¢ around a third of patients with DCM are thought to have a genetic 
predisposition 

¢ a large number of heterogeneous defects have been identified 

e the majority of defects are inherited in an autosomal dominant 
fashion although other patterns of inheritance are seen 


A Summary on Arrhythmias Management 


© In Supraventricular tachycardia (Narrow-Complex) (SVT): 


4 If the patient is haemodynamically stable > start with Valsalva 
manoeuvre and Carotid massage to stimulate the vagal tone 
(Parasympathetic which decreases the heart rate). 

- If still ill? > Give Adenosine 6 mg IV bolus. 

- If no response? > give another Adenosine double dose (12 mg). 

- If still no response? > give another Adenosine double dose (12 mg). 
- Unsuccessful yet? > Cardioversion. 


@ If the patient is haemodynamically Unstable > start with 
Cardioversion. 


© In Polymorphic Ventricular Tachycardia (Broad-Complex) 
= (Torsade De Pointe) 


> Give IV MgSO4 (Magnesium Sulphate) 


- Start with B-Blockers (e.g. Metoprolol). 
- If Asthmatic patient > Calcium Channel Blockers. 


- If Associated Heart Failure > Digoxin. 
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© In Ventricular Tachycardia > 


Give Amiodarone. 


(Haemodynamically Unstable — e.g. Hypotension, Confusion, 
Altered Mentation, Chest Pain and SOB, | Urine Output) 


Key 63 | An elderly patient suddenly fell unconscious, he recovered completely 
within a few minutes, he remembers the event well, he did not trip, he 
felt hot and flushed after the episodes but he did not feel dizzy or 
sweaty before the fall. 


The best Investigation > 12-lead ECG 
Analysis and Causes of Falls. 


1) Cardiac cause (e.g. Arrhythmia). 

2) Postural (Orthostatic) Hypotension. 
3) Hypoglycemia. 

4) Seizure. 


© If the cause was hypoglycemia, he would have felt sweaty and dizzy 


before the episode. Plus, he would not have recovered until Glucose is 
administered. 


If it was a seizure, the stem has to include an eyewitness to describe 
the episode. Also, in seizure, there are usually post-ictal features such 
as confusion and drowsiness. However, the patient did not feel any of 
these, he rather recovered completely. 
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If it was Postural hypotension (Orthostatic hypotension), the fall 
usually follow a standing from a sitting position. In addition, the patient 
would have felt dizziness before the fall, Hx of difficult mobilisation, 
which are not mentioned here. 


® Therefore, the likely cause here is arrhythmia (Cardiac cause), likely 
(Stokes Adam attack). This is also supported by the fact that the 
patient felt hot and flushed after recovery, which means that the blood 
has been, rapidly, pumped back to the already dilated vessels. (Dilated 
due to hypoxia caused by the irregular rhythm) > 12-lead ECG 
monitoring is required. 


Sudden collapse into unconsciousness due to a disorder of heart 
rhythm in which there is a slow or absent pulse resulting in syncope 
(fainting) with or without convulsions. In this condition, the normal 
heartbeat passing from the upper chambers of the heart to the lower 
chambers is interrupted. This results in a condition called a "heart 
block." When a heart block occurs, the heart rate usually slows 
considerably. This can cause inadequate blood flow to the brain and 
result in fainting. 
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Key 64 | Murmurs in Paediatrics: 


Preterm, continuous murmur > PDA 

Cyanotic baby with ejection systolic murmur (due to pulmonary 
stenosis) > TOF (Tetralogy of Fallot). 

Progressive (Severe) Cyanosis + Poor feeding + Holosystolic murmur 
along the left sternal border > Tricuspid Atresia. 

Acyanotic, Pan-systolic murmur > VSD (Others: Poor feeding and 
poorly gaining weight). 


Congenital Heart Diseases 
Cyanotic Congenital Heart Disease (R > L) 
[5T’s with 1-5 mnemonic] 
Truncus arteriosus Vessels join to make 1 
Transposition of great vessels 2 major vessels switched 
Tricuspid atresia 3 (tricuspid) 
Tetralogy of Fallot 4 defects 


Total anomalous § letters (TAPVR} 
pulmonary vascular return 


Acyanotic Congenital Heart Disease (L— R) 
Atrial septal defect {ASD} 
Ventricular septal defect (VSD) 


Patent ductus arteriosus (PDA) 


Coarctation of aorta (CoA) 
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Fatent Ductus Arteriosus (FDA) 


Overview 


- A form of congenital heart defect 

« generally classed as ‘acyanotic’. (Vv) 

- connection between the pulmonary trunk and descending 
aorta 

- more common in premature (Preterm) babies. (v) 

- May close spontaneously 


Patent 
Duetus 
Arteriosus 


ae 


<a Pulmonary Artery 


Superior Vena Cava ————> 


Right Pulmonary oN 


Right Atrium 


<— Left Pulrmonary Veins 


Left Athum 
Aortic Valve 


Tricuspid Valve Left Ventricle 


Right Ventricle 


Inferior Vena Cava —— 


Features 


- left subclavicular thrill (sometimes rough systolic murmur 
along the left sternal border) 

- Continuous ‘machinery’ murmur (Vv) 

- large volume, bounding, collapsing pulse 


Copyrights @ PlablKeys.com 


- wide pulse pressure 


Diagnosis > Echo 


Management 


- Indomethacin (a NSAID) (ind=end=closes the duct) (inhibits 
prostaglandin synthesis) closes the connection in the majority of 
cases. (Vv) 

If associated with another congenital heart defect amenable to 
surgery then prostaglandin E1 is useful to keep the duct 
open until after surgical repair. 


Key 65 | 14 days old baby is Cyanosed, Desaturated with Ejection systolic 
murmur. 


> Tetralogy of Fallot. 
The ejection systolic murmur is due to pulmonary stenosis which is 
one of the four criteria of TOF. 


Tetralogy of Fallot (TOF) 


Tetralogy of Fallot (TOF) is the most common cause of cyanotic 


congenital heart disease** however, at birth, transposition of the great 
arteries is the more common lesion as patients with TOF generally 


present at around 1-2 months. ** |t typically presents at around 1-2 
months, although may not be picked up until the baby is 6 months old. 
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TOF is a result of anterior malalignment of the aorticopulmonary 
septum. 


1) Ventricular septal defect (VSD) 

2)Right ventricular hypertrophy (RVH) 

3)Right ventricular outflow tract obstruction “pulmonary stenosis" 
(PS) — ejection systolic murmur 

4) Overriding aorta 


Normal heart Tetralogy of Fallot 


Overriding sorta 


Pulmonic 
stervasis 


ventricular 
septal defect 


Right wernricudar 
hypertrophy 


The severity of the right ventricular outflow tract obstruction 
determines the degree of cyanosis and clinical severity 


Other features 


* cyanosis 
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causes a right-to-left shunt 

ejection systolic murmur due to pulmonary stenosis (the VSD 
doesn't usually cause a murmur) 

a right-sided aortic arch is seen in 25% of patients 

chest x-ray shows a ‘boot-shaped' heart. 

ECG shows right ventricular hypertrophy 


Management 


« Surgical repair is often undertaken in two parts 
« Cyanotic episodes may be helped by beta-blockers to reduce 
infundibular spasm 


Familial Hypercholesterolemia 


It is Autosomal dominant 


1) If Cholesterol is > 7.5 (Normal: <5 mmol/L) 
2) Family History of “MI” in a first degree relative before the age of 60 
or 2" degree below 50. 


First degree relatives: Parents and siblings. 
Second degree relatives: Grandparents, aunts, uncles 
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pulse and no breathing 


> ring the emergency bell and call the resuscitation team. 
> Start CPR 30:2. 

> Get Defibrillator. 

—> Commence ALS when the resuscitation team arrive. 


(In this order. If the first one was not given in the option, pick the 24 
one) 


Key 69 


VSD (Ventricular Septal Defect): 


© If small holes > Asymptomatic. + Left sternal pan-systolic murmur 
with systolic thrill. 


© If large whole > 
« Pan-systolic murmur along the left sternal border. 
- Left sternal heave, and systolic thrill. 
- Pulmonary HTN > Dyspnea, Fatigue. 
- May develop a right-to-left shunt > Cyanosis 
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Key 70 | Myocardial Infarction (Weak dead part of the cardiac muscle) > 
Congestive Heart Failure > Backflow of the blood to the lungs > 
Pulmonary Oedema > Desaturation, Dyspnea, Orthopnea, Crepitations 
+> Perform Chest X-Ray to Diagnose > Perform Echo to identify the 
Underlying cause of the Pulmonary Oedema > Treat with MONF 
(Morphine, Oxygen, Nitrates, Furosemide) 


Key 71 | On ECG, if there is no connection between P waves and QRS 
complexes > Complete heart Block (3" degree heart block). 


Key 73 | Pansystolic murmur at the apex + Hx of Rheumatic fever > 


Notes: 
@ MR can occur 2ry to MI (Rupture of papillary muscles). 
MR can occur 2ry to Rheumatic fever. 


MR > Pulmonary oedema 
© MR > Right-sided (Congestive) heart failure (Ascites, LL oedema). 


® Rheumatic fever can lead to either Mitral Regurgitation or Mitral 
Stenosis. We can decide based on clinical features. 


Mitral Mid-Late Diastolic At the Apex (left | Symptoms of 
Stenosis murmur, with opening | 5‘ ICS MCL) Heart Failure 
click 


Mitral Pan-Systolic murmur | At the Apex (left | Symptoms of 
Regurgitation 5" ICS MCL), congestive Heart 


radiates to Axilla | Failure; edema, 
Ascites 
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Key 74 | Scenario 


A 60 Y/O patient with Hypertension, Previous MI and Asthma presents 
complaining of recurrent falls. He is on salbutamol inhaler as needed, 
Aspirin, Corticosteroid inhaler (Beclomethasone), Indapamide, 
Atenolol, Amlodipine. 


The likely underlying cause of the recurrent falls 


Se ea i pee eee em 
Postural Hypotension. 


> The patient is on multiple anti-hypertensive medications (CCB > 
Amlodipine [J Thiazide-like diuretics > Indapamide [| &-Blockers > 
Atenolol). These Blood Pressure Lowering agents are known to cause 
orthostatic “Postural” hypotension. 


Management 


ic g Artetior or ret Vi-V4 LAD tn Anterior ore) 
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Key 76 | An elderly patient fell and collapsed. He was transferred to the A&E 
and now he is fully conscious. ECG shows irregular rhythm. What is the 
next best investigation? 


A Holter ECG (24-hour ECG) will not be beneficial as the ECG already 
shows Irregular Rhythm; hence, there is no point. 

Echo should be done to identify the underlying cause of this 
irregular rhythm so the treatment can be decided accordingly. 

© The most common hi Vanlat heart disease that causes Syncopal 
attacks is > Aortic Stenosis (ejection systolic murmur). 


Ejection Right 2°7 ICS just lateral to | Dyspnea on activity, 
Stenosis | Systolic sternum, radiates to Anginal chest pain, 
Carotid artery syncope 


A 6-week-old baby presents with the features of progressive cyanosis, 
poor feeding and SOB since the age of two weeks. Holosystolic murmur 
is heard. 


Preterm, continuous murmur > PDA 

Cyanotic baby with ejection systolic murmur (due to pulmonary 
stenosis) > TOF (Tetralogy of Fallot). 

Progressive (Severe) Cyanosis + Poor feeding + Holosystolic murmur 
along the left sternal border > Tricuspid Atresia. 

Acyanotic, Pan-systolic murmur > VSD (Others: Poor feeding and 
poorly gaining weight) 
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Key 79 | Before prescribing amiodar 


OL ( A 


Amiodarone 

Amiodarone is a class III antiarrhythmic agent used in the treatment of 
atrial, nodal and ventricular tachycardias. The main mechanism of 
action is by blocking potassium channels which inhibits repolarisation 
and hence prolongs the action potential 


e TFT (Thyroid), LFT (Liver), U&E (Serum electrolytes and Urea), CXR, 
ECG prior to treatment 

e TFT, LFT every 6 months 

¢ ECG every 12 months 


¢ Thyroid dysfunction: both hypothyroidism and hyperthyroidism 
¢ Corneal deposits 

¢ Pulmonary fibrosis (The most serious)/pneumonitis 

e Liver fibrosis/hepatitis 

e Peripheral neuropathy, myopathy 

¢ Photosensitivity 

e 'Slate-grey' appearance (Grey skin) 

¢ Thrombophlebitis and injection site reactions (So, usually given via 
central veins) 

e Bradycardia 

e Lengths QT interval 


Amiodarone is (p450 inhibitor) e.g. Decreases metabolism of warfarin. 
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e A racing heart or palpitation is acommon phenomenon in Alcoholics 
which is not serious or harmful provided there are no other serious 
features or findings Reassurance. 


Pulmonary Early-Diastolic | Left 2°¢ ICS just Symptoms of Right- 
Regurgitation lateral to sternum | Sided Heart Failure 


After surgical correction of Tetralogy of Fallot early in life, the 
corrected pulmonary stenosis (one of the four criteria of TOF) can 
be complicated into Pulmonary regurgitation (diastolic murmur at the 
left upper sternal border) that can manifest many decades later. 


A patient who underwent a surgery 2 days ago developed high fever, 
rigors, night sweats and systolic murmur. 


New murmur + Fever —> |[phite tii save lerer-eoliats. 
Ta iexidl-x-1 (0) sea B1O0od Culture ef@Echocardiograms 


Young Adult + Recurrent Palpitations + Light-headedness + 
Tachycardia 


> Think of SVT (Paroxysmal Supraventricular Tachycardia) = Narrow 


Complex. 


> Valsalva manoeuvre and Carotid massage 
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Key 84 


Key 85 


Key 86 


> IV Adenosine: 6 mg > 12 mg > 12 mg 
> Cardioversion 


N.B. Adenosine is contraindicated in asthmatics — Verapamil (CCB) is 
the preferred option in Asthma. 


® ist Degree Heart Block and Mobitz type 1 usually do not require 
treatment (As long as the patient is Asymptomatic). 

© Mobitz type 2 and Complete heart block (3 degree heart block) 
require permanent pacemaker. 


Aortic Stenosis: 


- The commonest valvular disease in the elderly (Over 65). 

- Usually Asymptomatic apart of exercise intolerance (often mild). 

- Ejection systolic murmur at the right 2"? ICS, louder on sitting 
upright and on expiration, and radiates to carotid. 


A scenario of an elderly individual presents with mild exercise 
intolerance or Asymptomatic but visiting for the purpose of 
cockup found to have ejection systolic murmur. 


Investigations following Syncope 


Patients who have unannounced loss of postural tone leading to a period of 
unconsciousness need to be investigated for 4 main causes: 


1) Irregular rhythm (Cardiac syncopal events): Usually abrupt, with rapid 
recovery and flushing > 12 Lead ECG 

2) Low blood pressure or postural drop > Measure BP while lying and 3 
minutes after standing (Blood Pressure Monitoring). 

3) Seizures > need eyewitness to confirm, as there is usually post-ictal 
drowsiness or confusion. 
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Key 87 


4) Hypoglycemia > Check blood glucose 


N.B. A vasovagal attack is usually due to overwarm environment, or prolonged 
standing period, or after visual stimuli e.g. seeing blood. The patients usually 


feel dizzy and “tunnel vision” before the attack. 


Digoxin Toxicity 


- GIT (Commonest): Nausea, Vomiting, Anorexia. 
Neurological: Hallucination, Confusion. 


- Visual: Yellow green vision, (Yellow haloes), blurred vision. 


« Arrhythmias: Bradycardia, V tach, Premature contractions. 


Management: 
« Order Digoxin level 
- Digibind 
« Correct Arrhythmia 
« Monitor Potassium 


Key 88 | Thiazide diuretics 


Thiazide diuretics work by inhibiting sodium reabsorption 

art of the distal convoluted tubule 
by blocking the thiazide-sensitive Na*-Cl" symporter. The main use of 
bendroflumethiazide was in the management of hypertension but 
recent NICE guidelines now recommend other thiazide-like diuretics 
such as indapamide and chlortalidone. 
Remember that: Furosemide and Bumetanide (Loop diuretics) - inhibit 
the Na-K-Cl cotransporter in the thick ascending limb of the loop of 
Henle 
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Postural Hypotension. V 

HypOkalemia and HypOnatremia. V 

Gout (Hyperuricemia). V 

dehydration 

impaired glucose tolerance 

impotence 

Thiazide diuretics can cause hypercalcaemia and hypocalciuria 


A patient with hypertension on treatment presents complaining of 
recurrent falls especially when trying to get up. 


> Postural hypotension likely due to thiazide being used for 
hypertension. 


Key 89 | A patient who is hypotensive (90/70), but he is still conscious and the 
pulse is felt, his ECG show a pattern between Ventricular tachycardia 
and Ventricular fibrillation. What is the treatment? 


As the patient is hemodynamically unstable (Hypotensive) > 
Cardioversion. 


Key 90 | 2 weeks post MI, a patient was readmitted due to Hypotension, 


Tachycardia and pulmonary edema. What is the underlying cause? 
> Acute Mitral Regurgitation. 


Occurs 2-15 days after the MI (Mostly inferior Ml) 
® Causes > Ischemia or rupture of the papillary muscle. 


An early-to-mid systolic or Pansystolic murmur is typically heard. 
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Treatment — vasodilator therapy but often require emergency 
surgical repair. 
May present with Hypotension, Tachycardia and Pulmonary edema. 


Stable Angina 


In the case of stable Angina, the pain is precipitated by predictable 
factors such as exercise, emotional stress. This is because while 
exercising, the Oxygen demand is more than the Oxygen supply. 
Stable Angina is relieved by Rest and GTN “Glyceryl Trinitrates”. 


Unstable Angina: occurs mostly at rest, unpredictable, random. It is an 
emergency. 


© A baby with Progressive (Severe) Cyanosis + Poor feeding + Holosystolic 
murmur along the left sternal border > Tricuspid Atresia. 


© A baby without Cyanosis, presents with Poor feeding and weight 
gaining + Holosystolic murmur along the left sternal border > VSD. 


Tricuspid Atresia > Cyanotic. 
VSD > Acyanotic. 


Key 93 | A patient known to have hypertension presents with Chest discomfort 
and Nausea. The ECG: 
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> Tall Tented T-Waves > Hyperkalemia (Likely 2ry to ACE inhibitors 
being used to control his Hypertension) 


Baie 
HE FAP APN | AN A 
: SEAT [Ey (SS SE 
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T= 
ge ee 


Tiipoctant Caliaes of PypaRialetlat 
ACE inhibitors, Spironolactone, NSAIDs, Renal Failure, Acidosis, 
Adrenal Insuffici , Addison's disease. 


} Firstly > Protect the cardiac membrane by giving IN 
Calcium Chloride). 


Then > Reduce the serum Potassium by giving Insulin with Dextrose OR sometimes } 


} salbutamol inhalation. 


- . 
RA8 ©} facebookcom/plabtkeys (@) @plabtkeys © Plabikeyscom 


Remember that: 
Spironolactone and ACE inhibitors > HypeRkalemia. 
Loop diuretics, Thiazide diuretics > HypOkalemia. 
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Tall Tented T-wave in > Hyperkalemia 


“” or Osborn wave 


£ 


J wave (Osborn wave) in > Hypothermia. 
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Delta wave in > WPW syndrome (Wolff Parkinson White Syndrome) 


rita 


Widespread Saddle Shaped ST Elevation with upward concavity + PR Depression in 


The table below summarises the most recent guidelines 


regarding antip ets: 


Diagnosis 1st line 
Acute coronary Aspirin (lifelong) & ticagrelor (12 months) 
syndrome (medically 
treated) (MI) 


Percutaneous coronary Aspirin (lifelong) & prasugrel or ticagrelor (12 


intervention (PCI) months) 

TIA: Transient Ischemic Aspirin 300 mg 2 weeks then Clopidogrel 75 mg 

Attack (lifelong) 

Ischaemic stroke Aspirin 300 mg 2 weeks then Clopidogrel 75 mg 
(lifelong) 

Peripheral arterial Clopidogrel (lifelong) 


disease 
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AF + Ischemic Stroke Aspirin 300 mg for 2 weeks then start 
Anticoagulation (e.g. Warfarin or DOAC- 
apixaban, rivaroxaban) 


Who should receive a statin? 


All people with established cardiovascular disease (stroke, TIA, 
ischaemic heart disease, peripheral arterial disease). 

Anyone with a 10-year cardiovascular risk = 10%. 

Patients with type 2 diabetes mellitus should now be assessed using 
QRISK2 like other patients are, to determine whether they should be 
started on statins. 

Patients with type 1 diabetes mellitus who were diagnosed more than 
10 years ago OR are aged over 40 OR have established nephropathy. 


Statins should be taken at night as this is when the majority of cholesterol 


synthesis takes place. This is especially true for simvastatin which has a 
shorter half-life than other statins. 
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Who Should Receive Statin? 


' : Secondary Prevention 
Primary Prevention 
© Known Ischemic Heart Disease (e.g. 
© 10-year cardiovascular risk > 10%. Or Ml). Or 
®& Most Patients with Type 1 DM. Or @ Known Cerebrovascular Disease (e.g. 
© Patients with CKD if eGFR is < 60. Stroke). Or 
© Known Peripheral Arterial Disease. 


Atorvastatin 20mg OD 
Atorvastatin 80mg OD 


® 
RA} facebookcom/plabikeys — (@) @plab-Akeys 
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Critical Care 


New points on critical care that were not mentioned 
before in the ordinary chapters 


Key 


CA (Tricyclic Antidepressant) Overdose 


Excessive sedation, Dry mouth and skin. 
Sympathomimetic effect: tachycardia, Sweating, Dilated Pupils. 
ECG: Sinus tachycardia (Common), Prolongation of ORS, QT, PR 


Dilated pupils — Dry mouth — Dry flushed skin — Drowsiness — Hypotension — 
Urine retention — Tachycardia — Severe Sedation 


© ECG monitoring Is essential: Widened QRS, PR, QT and Broad 
complex tachycardia. 


© As the patient is in severe metabolic Acidosis 


Re 8 ee A OE 1. CE OPA ee 8 A Se 8 ete = | TR AON 


7 BlVe GI IV MUIUNS UE £OU TE INUITIICN OGHIIC (UU. /0) 
+ Sodium Bicarbonate (50 mmol IV slowly). 
@N.B. aim for pH of 7.5-7.55! 
4 Sodium bicarbonate will correct ECG changes and cardiac rhythm. 
& Do not forget that in a patient with amitriptyline (TCA) overdose, if he is 
acidotic, 2 steps to be done: 
1) ECG monitoring. 
2) IV fluids including Sodium Bicarbonate (HCO3). 
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Q Copyright Warning! Tolulope v 


In a recent exam, the candidates were asked about the dose of the Sodium 
Bicarbonate, the answer was: 


> |IV fluids + Sodium Bicarbonate 50 ml of 8.4% IV. 


Refeeding Syndrome 


A22YO 2 with a BMI of 12 kg/m? was admitted to the medical ward for 
feeding through a nasogastric tube. What electrolyte abnormality is expected? 


> (Phosphate) 


Refeeding syndrome is a syndrome consisting of metabolic disturbances that 
occur as a result of reinstitution of nutrition to patients who are starved, 
severely malnourished or metabolically stressed. 


Q Copyright Warning! Tolulope v 


© Tolulope 
When too much food and/or liquid nutrition supplement is consumed during 
the initial four to seven days of refeeding, this triggers synthesis of glycogen, 
fat and protein in cells, to the detriment of serum concentrations of potassium, 
magnesium and phosphorus (Consumed > J). 


Cardiac, pulmonary and neurological symptoms can be signs of refeeding 
syndrome. The low serum minerals, if severe enough, can be fatal! 


To avoid refeeding syndrome > 


Slow feeds + Give Supplements of Potassium, Magnesium and Phosphate. 
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Refeeding Syndrome 


“es [Anorexia or severe malnourishment] 


Low Glucose = Low insulin / High Glucagon = Increased Gluconeogenesis 


aan Depletion of + Hypophosphatemia 
phosphate stores 


Refeeding 


High Glucose = High insulin = Increased cellular uptake of phosphate 


Hypophosphatemia (from starvation) + Phosphate demand (from refeeding) 


— Severe hypophosphatemia 


C * Tissue hypoxia 
+ Myocardial dysfunction 


+ Inability for diaphragm to contract 


* Hypophosphatemia 
* Hypokalemia 
- Vitamin (thiamine) deficiencies 
« Congestive heart failure 
+ Peripheral edema 


Key | A recent exam question: 
A 36 YO presents to the ED with a Severe headache with vomiting for 1 day. The 
headache started when he was lifting weighs in a gym. He has photophobia and 
neck stiffness and GCS of 12/15. A CT head is ordered and it shows: 
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His BP is normal with mild tachycardia. Which drug is useful in this case? 


[Aspirin Jor: Clopidogrel for: Sumatriptan Jor: Nimodipine] 
V Firstly, this is a case of Subarachnoid hemorrhage (SAH). 
V The hyperintense areas on the CT > blood in the subarachnoid basal cisterns. 


Vv In SAH, cerebral vasospasms can occur 4-12 days later and it is severe. 


To diminish this anticipated cerebral vasospasm, 


> we give Calcium Antagonist (e.g. Nimodipine). 
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Subarachnoid Haemorrhage Normal 


The hyperdense signal (i.e., light grey) in This is the normal isodense signal (i.e., 
the subarachnoid space is due to the dark grey) of cerebrospinal fluid in the 


presence of blood subarachnoid space 
e 


Subarachnoid hemorrhage 


¢# Occurs most commonly due to cerebral ANEURYSM. 


# Common associations: 


Vv Ehlers-Danlos Syndrome (collagen problem “Connective Tissue Disease”). 

V Polycystic Kidney Disease (ADPKD) (Hypertension and repeated kidney stones 
> Association: Berry Aneurysm, Association > SIADH > Hyponatremia. 
(Important v) 

Vv Excessive alcohol intake is an important risk factor 


Usually Sudden and Spontaneous, Very Severe Headache 
+ may be associated with N, V. 


¢ Common hints: 


Vv The worst headache in life. 
Vv Thunderclap headache. 
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V feeling of “kicked in the head” (SEVERE headache worse at back of head) 
V Severe “Occipital”. 

V Meningeal irritation (Neck stiffness, Photophobia), Vomiting, Collapse, 
Seizures. 


¢ Dx: 

V CT brain (without contrast) 

V if inconclusive > LP “Lumber Puncture” (CSF is Bloody, then > 
Xanthochromic “Yellow” due to bilirubin). “Important v” 


N.B. Calcium Antagonists (e.g. Nimodipine) is beneficial as it can help reduce 
the cerebral vasospasm that results due to Subarachnoid hemorrhage. 


<NBi Splenic Rupture 


- Common after trauma to the left side especially after RTA. 


- Manifestations: Left side Chest and Abdomen Bruises, Abdominal 
Distension, rapid fall in BP and rise in HR. 


« Abdominal X-ray > Absent left psoas shadow. 
« FAST (U/S for trauma) > free peritoneal fluids. 
« CT Abdomen > Diagnostic 


- Ifconfirmed > Urgent surgery. 


« Note: Subsplenic hematoma is different from Splenic rupture. The 


former might be treated conservatively “if stable” by being observed by 
the surgical team whereas the latter (Splenic rupture) if confirmed, urgent 
surgery is required. 
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A recent question: 


A man was sitting on the passenger seat when the car went into a road traffic 
accident. He was hit in the left side. 


The most commonly injured organ is > Spleen. 


A stem with a long history of a patient after RTA being managed in a critical 
care unit with an X-ray showing an NGT curled above the hemidiaphragm. 


Coiled NGT after Road Traffic Accident > [Diaphragmatic Rupture. 


A stroke patient in the critical care unit has been unable to feed orally. 
Therefore, an NGT is inserted for enteral feeding. 


The most accurate way to assess the right placement of NGT is: 


> Assess the position using Chest X-Ray. 


Bae fe 2a st 
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List of Autoantibodies 


Anti-dsDNA and Anti-smith 


SLE 


Anti-Ro, Anti-La 


Anti-histone Drug-induced lupus (e.g. Hydralazine) 
Anti-scl70 Systemic Sclerosis 

Anti-centromere Limited sclerosis/CREST syndrome 
Anti-Jo1 Polymyositis 


Sjogren’s disease 


Anti-mitochondrial 


Primary biliary cirrhosis 


Anti-smooth muscle 


Autoimmune hepatitis 


pANCA Churg Strauss (Eosinophilic 
Granulomatosis with Polyangiitis) / UC 
/ 1ry sclerosing cholangitis. 

cANCA Wegener’s Granulomatosis 


(Granulomatosis with Polyangiitis) 


Anti-tissue transglutaminase, Anti- 
gliadin, Anti-endomysial 


Celiac Disease 


ANA 


|RA and many other auto-immune 


diseases. 
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Cellulitis 


Inflammation of the skin and subcutaneous tissues, typically due to infection 
by G+ve bacteria e.g. Streptococcus pyogenes or Staphylcoccus aureus. 


Features 


« commonly occurs on the shins 


- erythema, pain, swelling 
- there may be some associated systemic upset such as fever 


Management 


- Flucloxacillin as first-line treatment for mild/moderate cellulitis. 
- Clarithromycin or clindamycin is recommended in patients 
allergic to penicillin. 


Many local protocols now suggest the use of oral clindamycin in 
patients who have failed to respond to flucloxacillin. 


Severe cellulitis should be treated with intravenous 
benzylpenicillin + flucloxacillin. 
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Lichen Planus 


4P + F and LP: Pruritic, Purple, Papular, Polygonal rash on the Flexor 
surfaces. 


LP: White Lacy Pattern on the buccal mucosa 


Moles 
When to suspect a malignant melanoma? > (ABCDE) 


e A (Asymmetry) > The two halves of the mole look different in 
shape. 

e B (Border) > Irregular edges. 

e C(Color) > Different shades of black, brown, pink. 

e D (Diameter) > greater than 6 mm. 

E (Evolves) (Enlarge) > Grows upwards, downwards, outwards 

as a flat lesion. 


A patient with Benign mole that does not bleed or interfere with 
life. What should a GP do if the patient wants his mole removed? 


> Referito/PRIVATE Dermatology clinic! (Not Plastic, Nor NHS) 
N.B. NHS Does not usually provide Cosmetic services 
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Examples of Mole: 


Superficial spreading melanoma 


Around seven out of 10 (70%) of all melanomas in the UK 

are superficial spreading melanomas. They're more common in people 
with pale skin and freckles, and much less common in darker skinned 
people. 


They initially tend to grow outwards rather than downwards, so don't 
pose a problem. However, if they grow downwards into the deeper 
layers of skin, they can spread to other parts of the body. 


Therefore, you should see your GP if you have a mole that's getting 
bigger, particularly if it has an irregular edge. 


Nodular melanoma 
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Nodular melanomas are a faster-developing type of melanoma that can 
quickly grow downwards into the deeper layers of skin if not removed. 


Nodular melanomas usually appear as a changing lump on the skin 
which might be black to red in colour. They often grow on previously 
normal skin and most commonly occur on the head and neck, chest or 
back. Bleeding or oozing is a common symptom. 


Systemic lupus erythematosus (SLE) 
features 


Systemic lupus erythematosus (SLE) is a multisystem, autoimmune 
disorder. It typically presents in early adulthood and is more common 
in women and people of Afro-Caribbean origin. 


General features Fatigue, fever, lymphadenopathy 
Mouth ulcers (large, multiple, painful) 
Remitting and relapsing illness 


Malar (butterfly) rash: spares nasolabial folds 
discoid rash: scaly, erythematous, well 


demarcated rash in sun-exposed areas. Lesions 
may progress to become pigmented and 
hyperkeratotic before becoming atrophic 
photosensitivity 


Raynaud's phenomenon (1/5"" of the patients 
but often mild) 


Musculoskeletal - arthralgia 
+ non-erosive arthritis 
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« pericarditis: the most common cardiac 
manifestation 
« myocarditis 


Respiratory - pleurisy 
- fibrosing alveolitis 


+ proteinuria 
- glomerulonephritis (diffuse proliferative 
glomerulonephritis is the most common type) 


Cardiovascular 


- anxiety and depression 
« psychosis 
- seizures 


Neuropsychiatric 


Investigations > Autoantibodies 


Immunology 


- 99% are ANA positive (screening = sensitive but not specific) 

- 20% are rheumatoid factor positive 

- anti-dsDNA: highly specific (> 99%), but less sensitive (70%) 

- anti-Smith: the most specific (> 99%), sensitivity (30%) 

- Anti-histone: Drug-induced lupus. (e.g. due to hydralazine used 


for HF along with isosorbide dinitrate) 


Others: Raised ESR, Normochromic Normocytic Anemia, low C3 and C4. 


Monitoring 


- ESR: during active disease, the CRP is characteristically normal. A 


raised CRP may indicate underlying infection. 
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- complement levels (C3, C4) are low during active disease 

- (formation of complexes leads to consumption of complement) 

- anti-dsDNA titres can be used for disease monitoring (but note not 
present in all patients) 


Urticaria 


— Wihaale: Cantral itchy white nanijlac ar nilanirec ciirrniindead hy 
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erythema. They are variable in size and shape. 
+ Swelling of soft tissues (eyelids, tongue, lips) > Angioedema. 


en ae 
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- Come and go within a few minutes or hours. (Here today and gone 


tomorrow). 


- Acute urticaria: present for less than 6 weeks. 
Chronic urticaria: present for more than 6 weeks. 


- Aspirin and Opiates may elicit the release of histamine from mast 


cells > Urticaria. 


- Management: 
- Treat the cause and the aggravating factors e.g. Aspirin, Opiates, 
Overheating, Stress, Alcohol, Caffeine. 


- In pregnant, give Sedating Anti-Histamine > Chlorpheniramine. 
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« Itchy, well 
demarcated, circular, 


reddish, elevated 
lesions (Plaques). 

« Overlying white or 
silvery scales. 

« NOT Contagious 

« Onthe Extensor 
surfaces and Scalp. 

« Strong Genetic Basis. 

- Vigorous Scraping > 
Pinpoint Bleeding > 
Auspitz’ Sign. 

« New lesions appear 
at sites of injury of 
the skin > Kobner’s 


Chronic, Relapsing 
inflammatory skin 
condition. 

Itchy red rash. 
Affects skin creases 
(Flexures) (e.g. 
wrist, elbow folds, 
behind the knees). 
Triggered by 
environmental 
irritants and 
allergens. 

FHx of atopic 
diseases (e.g. 
Asthma, Hey fever). 


Affects sebaceous 
glands. 

Found on face, 
scalp chest. 
Inflammatory 
reaction toa 
yeast. 

Presents as 
inflamed, greasy 
areas with fine 
scaling. 

Can present as 
dandruff when on 
scalp. 


PTCaClIVt. 
- +/- Nail changes 
(pitting, onycholysis). 


Rx: Rx: Rx: 


- Corticosteroids - Emollients. - Regular Antifungal 
- Vitamin D analogues |- Topical Steroids. - Intermittent 


- Tar preparations. topical steroids. 
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- Hx of immunosuppression, smoking (e.g. Taking oral or inhaled 
corticosteroids). 

- Thick white marks. 

- Can be rubbed out. 


Treatment: 


- Stop Smoking. 
- Good inhaler techniques, spacer device, rinse mouth with water 
after use. 


- Oral Fluconazole 50 mg OD for 7 days. 
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- Hx of Smoking. 

- Raised edges, bright white patches, sharply defined. 

- Cannot be rubbed out. 

- Tx > Stop Smoking + biopsy (as they are premalignant). 


- Lace like appearance. 
- With purple, pruritic, polygonal, papular rash on flexor surfaces. 
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Management of Flare-ups of Atopic Eczema 


- 1% line: Emollients (at least BID), washing, bathing (Moisturising). 
. 2"4 line: Topical Steroids (for eczema itself). 


Mild strength 


Moderate strength Betamethasone valerate (0.025%) 
Betamethasone valerate (0.1%) 
Very potent strength Clobetasol propionate (0.5%) 


It to be given together: 


a 


- Treat bacterial infection if present with oral Flucloxacillin (1% line) 
“Rarely the answer’. 

. If the eczema awakens the patient at night > Sedative 
antihistamine (e.g. chlorpheniramine). 

- Avoid stress and environmental irritants. 


Clotrimazole is a topical antifungal agent > Athlete’s foot, fungal 
groin infections, fungal nappy rash 


Drug-induced lupus 


In drug-induced lupus, not all the typical features of systemic lupus 
erythematosus are seen, with renal and nervous system involvement 
being unusual. 


- It usually resolves on stopping the drug. 
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Features 


- Arthralgia 

- Myalgia 

- Skin (e.g. malar rash) and pulmonary involvement (e.g. pleurisy) 
are common 


ANA positive in 100%, dsDNA negative 
are found in 80-90% 


Most common causes 


- Procainamide 
- Hydralazine 


Less common causes 


- Isoniazid (Anti-TB) 
minocycline 
phenytoin 
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Itching without S&S of anaphylaxis (e.g. after insect bite) > Oral anti- 
histamine. 


If severe reaction? > IM Adrenaline 


Basal cell carcinoma 


Basal cell carcinoma (BCC) is one of the three main types of skin 
cancer. Lesions are also known as Rodent Ulcers and are 
characterised by slow-growth and local invasion. Metastases are 


extremely rare. BCC is the most common type of cancer in the 


Western world. 


Features 


Many types of BCC are described. The most common type is 
Nodular BCC, which is described here. 

- Sun-exposed sites, especially the head and neck account for the 
majority of lesions. 
Initially a pearly, flesh-coloured papule with telangiectasia 
may later ulcerate leaving a central 'crater' 


a 
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Management options: 


- surgical removal 

- curettage 

- cryotherapy 

- topical cream: imiquimod, fluorouracil 
- radiotherapy 


Molluscum Contagiosum (Pox Virus) 


- White or pink papules with an umbilicated (depressed) central 
punctum. 
- They may be found anywhere on the skin. 
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- If squeezed, they produce a cheesy material. 


- They usually affect children, and immunocompromised patients 
(e.g. AIDS). So, if a patient presents with extensive pink umbilicated 
papules, consider AIDS. 

- Remember: CHILDREN, HIV (AIDS). 


Acne Rosacea: It is a chronic skin disease of unknown aetiology. 


Features 


- Typically affects nose, cheeks and forehead. 

- Flushing is often first symptom (especially after alcohol or 
sunlight exposure). 

- Telangiectasia is common. 
Later develops into persistent erythema with papules and 
pustules 


- ERRRAVAE: Nose disfigurement. 


- ocular involvement: blepharitis 
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(Rhinophyma) in Acne Rosacea. 


a 


Management 


Topical metronidazole may be used for mild symptoms (i.e. 
Limited number of papules and pustules, no plaques). 

- More severe disease is treated with systemic antibiotics e.g. 
Oxytetracycline. 


Tinea Capitis 


- It is a fungal infection involving the hair follicles and causes hair loss 
(Alopecia) very rapidly. 

- Because of the risk of scarring, treatment is with a systemic (oral) 
antifungal such as Terbinafine, itraconazole, or fluconazole. 

- In children, Griseofulvin is used. 
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Very important! 


So, A patient with bloating, loose stools, abdominal pain, iron 
deficiency anemia, folate deficiency > Celiac disease. 


With Severely ITCHY Rash distributed over scalp, sacrum, elbows, 
knees > Dermatitis Herpetiformis. 


To make sure > Tissue Transglutaminase IgA, endomysial Abs are 


+VE. 


In Allergic reaction with urticaria > 
If Anaphylaxis (e.g. Difficulty breathing) > 
** Indications of IM Adrenaline in Anaphylaxis: 


- Hoarseness of voice, wheeze, SOB, Stridor, Shock 
- Facial swelling, Tongue, Cheek swelling. 
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Skin disorders associated with pregnancy 


Polymorphic eruption of pregnancy (PEP) 
= Pruritic Urticarial Papules and Plaques of Pregnancy (PUPPP) 


- Pruritic (Itchy urticaria-like rash) condition associated usually 
occurs during the last trimester usually in the first pregnancy. 
- The lesions often first appear as abdominal striae. 


- The management depends on severity: emollients, mild potency 
topical steroids and oral steroids may be used 


Pemphigoid gestationis 


pruritic blistering lesions 
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- often develop in peri-umbilical region, later spreading to the 
trunk, back, buttocks and arms 

- usually presents in the 2nd or 3rd trimester and is rarely seen in 
the first pregnancy 

- oral corticosteroids are usually required 


N.B. Obstetric Cholestasis DOES NOT present with rash. 


Impetigo 


Impetigo is a superficial bacterial skin infection usually caused by 
either Staphylcoccus aureus or Streptococcus pyogenes. |t can bea 
primary infection or a complication of an existing skin condition such 
as eczema, scabies or insect bites. Impetigo is common in children, 
particularly during warm weather. 


The infection can develop anywhere on the body but lesions tend to 
occur on the face, flexures and limbs not covered by clothing. 
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Spread is by direct contact with discharges from the scabs of an 
infected person. The bacteria invade skin through minor abrasions 
and then spread to other sites by scratching. Infection is spread 
mainly by the hands, but indirect spread via toys, clothing, equipment 
and the environment may occur. The incubation period is between 4 
to 10 days. 


Features 


- ‘golden’, crusted skin lesions typically found around the mouth 


(Honey-coloured crust). 
- very contagious! 


Management 


**Limited, localised disease** 


- Topical fusidic acid is first-line. 

- Topical retapamulin is used as second-line if fusidic acid has 
been ineffective or is not tolerated. 

- MRSA is not susceptible to either fusidic acid or retapamulin. 
Topical Mupirocin (Bactroban) should therefore be used in this 
situation. 


**Extensive disease** 


- Oral flucloxacillin. 
- Oral erythromycin if penicillin allergic. 
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- Children should be excluded from school until the lesions are 
crusted and healed. 
- Or: 48 hours after commencing the antibiotic treatment. 


Impetigo or Cold Sore of Herpes Simplex Virus? 
Points towards Cold Sore of HSV: 


- Hx of Recurrent episodes 

- Pain (tingling, itching, burning) before the onset of vesicles 
(prodromal pain) 

- Vesicles initially filled with clear fluids 

- In Adults 


Sn °° 


- Contact dermatitis > redness and itching of a single affected 
area. 

. Chicken Pox > systemic symptoms (fever and malaise) + Vesicles 
on face, neck, trunk. 

- Measles > om. Koplik spots, Cough, Coryza, Conjunctivitis. 
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Koplik Spots in measles 


Erythema multiforme 


Erythema multiforme is a hypersensitivity reaction which is most commonly 
triggered by infections. It may be divided into minor and major forms. 
Previously it was thought that Stevens-Johnson syndrome (SJS) was a severe 
form of erythema multiforme. They are now however considered as separate 
entities. 


Features 


- Target lesions: a vesicle surrounded by an often hemorrhagic 
maculopapule. (Dusky red blistering centre, with surrounding 
pale area) 

- Initially seen on the back of the hands / feet before spreading 
to the torso (the trunk). 

- upper limbs are more commonly affected than the lower limbs 

- pruritus is occasionally seen and is usually mild. (Not a feature). 
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Causes 


. Viruses: Herpes simplex virus (HSV) (the most common cause), 

- Idiopathic 

- Bacteria: Mycoplasma (e.g. Mycoplasma Pneumonia), streptococci. 

- Drugs: penicillin (e.g. Amoxicillin), sulphonamides, 
carbamazepine, allopurinol, NSAIDs, oral contraceptive pill. 

- Connective tissue disease e.g. Systemic lupus erythematosus. 

- Sarcoidosis 

- Malignancy 


The different Erythemas: 
Erythema Multiforme Target lesion, 


Causes: HSV, Mycoplasma pneumonia, Penicillin 
(Amoxicillin) 
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If extensive mucus membrane involvement > 
Steven-Johnson Syndrome. 

Dermatitis herpetiformis Associated with Celiac disease 

Erythema Migrans Target lesion, 


Cause: Lyme Disease (Hx of camping, walking in 
jungles) 
Erythema Marginatum Rheumatic fever 


(Considered in Major Jone’s criteria) 


Erythema Nodosum Painful tender nodules over shins 


IBD (UC, CD), Penicillin, Sarcoidosis, TB (India) 
Erythema infectiosum Parvovirus B19 


(fifth disease) 
Children: Slapped cheek appearance 


Erythema Ab Igne Due to chronic exposure to infrared radiation in 
the form of heat 


An elderly sits close to heater or fire. 


Erythema Nodosum 


- Lichen Planus: On the flexor surfaces. Not Contagious. 
- Psoriasis: On the Extensor Surfaces. Not Contagious. 
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- Scabies: On the flexor surfaces. Contagious. 
- Eczema: On the creases (Flexures). Not Contagious. 


- Molluscum Contagiosum: 
Viral, in AIDS and Children, Resolve Spontaneously, Contagious. 
- Impetigo: 
Golden Crusts, Bacterial, Children, Needs treatment (Topical 
Fusidic Acid: First Line), VERY CONTAGIOUS. 


Mongolian Blue Spot = Dermal Melanosis 
Bluish discoloration over the base of the back and the buttocks. 
They are benign, pigmented, flat, congenital birthmarks. 


They usually fade after a few years. 


Rx > Reassurance 


Xanthelasma 
Also called (Xanthelasmata = Xanthoma = Xanthelasma Palpebrum). 


- Multiple, different sized, yellow, soft, raised plaques on eyelids. 
- They occur with or without hyperlipidemia. 


Copyrights @ PlablKeys.com 


Management 


. Patients should have their fasting lipid levels checked and 
those with hyperlipidaemia should have a formal cardiovascular 
risk assessment using appropriate charts, with measures for 
prevention of cardiovascular disease as indicated. 


- The lesions can be left alone unless the patient wishes them 
removed for cosmetic reasons (not usually available on the 
NHS). Thus, a referral to a private clinic is done. 


- Various options are available including surgical excision (with or 
without skin grafting for large lesions), chemical treatment, 
laser treatment and cryocautery. Full-thickness skin grafting 
obtained via blepharoplasty is available. Xanthelasmas may 
recur after any of these interventions. 

. Lipid-lowering medication and diet modification have a limited 
(if any) effect on these lesions. 
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Emergency Medicine 
Page 1 


Paracetamol overdose (Poisoning): 


Risk factors 


The following groups of patients are at an increased risk of developing 
hepatotoxicity following a paracetamol overdose: 


- Patients taking liver enzyme-inducing drugs (e.g. rifampicin, 
phenytoin, carbamazepine, chronic alcohol intake) 

- Malnourished patients (e.g. anorexia or bulimia, cystic fibrosis, 
hepatitis C, alcoholism, HIV 

- Patients who have not eaten for a few days 


Management 


All patients are treated the same regardless of risk factors for 
hepatotoxicity. 


On Admission > FBC, U&E, LFT, INR, Blood gases, Glucose, 


Serum paracetamol level at 4 hours Post-ingestion (NOT POST- 
ADMISSION). 
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IV N-Acetylcysteine should be given if: 


There is a staggered overdose (all the tablets were not taken 
within 1 hour) 

There is doubt over the time of paracetamol ingestion, regardless 
of the plasma paracetamol concentration. 

Patients present > 8 hours after ingestion. 

Jaundice or liver tenderness. 

The Patient is unconscious or have a suspected overdose. 

The 4-hour post ingestion plasma paracetamol concentration is 
on or above treatment regardless of risk factors of hepatotoxicity 


@ N.B. If a patient presents after ingesting 30 tablets of paracetamol 
but without any other indications for initiating N-Acetylcysteine. What 
to do? 


— Measure the paracetamol levels at 4 hours post-ingestion 
(Calculated from the time of ingestion, not the time of hospital arrival) 
before commencing N-Acetylcysteine. 


© N.B. If the Serum paracetamol level is normal? 


> Refer to psychiatric team. 


(This is because No Medical treatment is required, the referral to 
psychiatry aims at preventing recurrent attempts of suicide and 
treating any psychological abnormalities). 
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| Notes: | 


- N-Acetylcysteine is given as an infusion. 

- U&E, LFT, Venous blood gas, INR should be repeated post- 
treatment. 

- Hypersensitivity is not a contraindication to treatment with N- 
Acetylcysteine. 

- Treat all patients (both those on liver enzyme inducing drugs or 
those who are no on these drugs) similarly. 

- The critical dose is 150mg/kg in 24 hours (approximately for adults 
24 tablets = 12 grams). 

- Oral activated charcoal is given 1g/kg (Max: 50 g) if the patient 
presents within 1 hour after ingesting => 150mg/kg paracetamol. 

- Paracetamol poisoning is dealt with in the not in the 
psychiatric. However, after a discharge from medical ward, a 
referral to psychiatric team is usually made. 


Treanment tine 
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When to refer a patient with paracetamol overdose for 
Liver Transplantation? (Imp) 


King's College Hospital criteria for liver transplantation 
(Paracetamol Liver Failure) 


Arterial pH < 7.3, 24 hours after ingestion 


@ Or all of the following: 


- Prothrombin time (PT) > 100 seconds 
- Creatinine > 300 pmol/| 
- Grade Ill or IV encephalopathy 


Immediate first aid management 


airway, breathing, circulation (ABC) 

burns caused by heat > remove the person from the source of heat. 
Within 20 minutes of the injury, irrigate the burn with cool (not iced) 
water for between 10 and 30 minutes. Cover the burn using cling film, 
layered, rather than wrapped around a limb. 

electrical burns > switch off power supply, remove the person from 
the source 

chemical burns > brush any powder off then irrigate with water. 
Attempts to neutralise the chemical are not recommended 


Assessing the extent of the burn 
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Wallace's Rule of Nines: 


head + neck together = 9%, each full arm = 9%, each anterior part of 
leg = 9%, each posterior part of leg = 9%, anterior chest = 9%, 
posterior chest = 9%, anterior abdomen = 9%, posterior abdomen = 
9%, Perineum = 1% 


Upper limbs 
9% each 


Trunk 36% 


Genitalia 1% 


Lower limbs 
18% each 


- Lund and Browder chart: the most accurate method 
« the palmar surface is roughly equivalent to 1% of total body surface 
area (TBSA). Not accurate for burns > 15% TBSA 
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Assessing the depth of the burn (The Degrees of the Burn). 


Modern Former 

terminology terminology Appearance 

Superficial First degree Red and painful 

epidermal 

Partial thickness Second degree Pale pink, painful, blistered 

(superficial 

dermal) 

Partial thickness Second degree __ Typically, white but may have patches 

(deep dermal) of non-blanching erythema. Reduced 
sensation 

Full thickness Third degree White/brown/black in colour, no 
blisters, no pain 


2nd degree 3rd degree 


a4 
| 


3 con 
Se o N 


sy 


x y 


First degree burn (Superficial epidermal) 
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» Redness with clear Blisters. 

* Painful, moist burn. 

* Blanches with pressure. 

* Don't be in a hurry to break the blisters. 
» Heals in 14-21 days 

» Blisters provide biologic dressing and comfort. 


Referral to secondary care 


« All deep dermal and full-thickness burns. 

- Superficial dermal burns of more than 3% TBSA in adults, or more 
than 2% TBSA in children 

e superficial dermal burns involving the face, hands, feet, perineum, 
genitalia, or any flexure, or circumferential burns of the limbs, torso, 
or neck 

e any inhalation injury 

« any electrical or chemical burn injury 

e suspicion of non-accidental injury 


Initial management of burns 


- Initial first aid as above 

« Review referral criteria to ensure can be managed in primary care 

- Superficial epidermal > symptomatic relief - analgesia, emollient. 

« Superficial dermal > cleanse wound, leave blister intact, non- 
adherent dressing, avoid topical creams, review in 24 hours 
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e.g. Superficial Burn of an arm in adults (=9%) (still below 15%) and 
the pain is first degree > 


Pathophysiology of severe burns 


Following the burn, there is a local response with progressive tissue loss 
and release of inflammatory cytokines. Systemically, there are 
cardiovascular effects resulting from fluid loss and sequestration of fluid 
into the third space. There is a marked catabolic response. 
Immunosuppression is common with large burns and bacterial 
translocation from the gut lumen is a recognised event. Sepsis is a 


Po. ee tn a a to ee nl Bal «7 re aaatil. Sail measten nmanatam, leas r. os oT al 


VVETEEEEUIEE CAMO VE MEG PUI UVEEEE, PETC IWE WUE TOs 
Management of more severe burns 


* The initial aim is to stop the burning process and resuscitate the patient. 
« Intravenous fluids will be required for children with burns greater 
than 10% of total body surface area. Adults with burns greater than 
15% of total body surface area will also require IV fluids. 
« The fluids are calculated using the Parkland formula which is: 


volume of fluid in ml = total body surface area of the burn (%) X weight 


(Kg) X4. 


Half of the fluid is administered in the first 8 hours. 
A urinary catheter should be inserted. 
Analgesia should be given. 


Complex burns > burns involving the hand, perineum, face and burns 
>10% in adults and >5% in children should be transferred to a burn’s 
unit. 
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Circumferential burns affecting a limb or severe torso burns impeding 
respiration may require escharotomy to divide the burnt tissue. 


* Conservative management is appropriate for superficial burns and 
mixed superficial burns that will heal in 2 weeks. More complex burns 
may require excision and skin grafting. 

Excision and primary closure is not generally practised as there is a 
high risk of infection. 


There is no evidence to support the use of anti-microbial prophylaxis 
or topical antibiotics in burn patients. 


Escharotomies 

Indicated in circumferential full thickness burns to the torso or limbs. 
Careful division of the encasing band of burn tissue will potentially 
improve ventilation (if the burn involves the torso), or relieve 
compartment syndrome and oedema (where a limb is involved) 


Parkland formula 
(Crystalloid only e.g. Hartman's solution/Ringers' lactate) 


Total fluid requirement in 24 hours (in ml not in L) = 
4 ml x (total burn surface area (%)) x (body weight (kg)) = ..... ml fluids. 


« 50% given in first 8 hours 
« 50% given in next 16 hours 


Resuscitation endpoint: Urine output of 0.5-1.0 ml/kg/hour in adults 


(increase rate of fluid to achieve this) 


Points to note: 
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« Starting point of resuscitation is time of injury. 
« Deduct fluids already given. 


Orbital Blowout fracture 


- The commonest bone affected > Maxilla (Orbital floor). 

- Followed by > Ethmoid (Medial wall). 

- Diplopia on upward gaze > impingement of the Inferior Rectus 
Muscle. How? 

=> 

“When the affected eye tries to look up, the inferior rectus that is 
trapped in the fracture will prevent it. On the other hand, the other 
“Intact” eye will look up normally. Imagine what will be the result of 
this? One eye is looking up while the other up is not. True! Diplopia! 


Important Notes about burns: 


The IV fluid resuscitation (fluid replacement) is required in burn only if: 
© > 10% of the total body surface area is burned in Children. 
> 15% of the total body surface area is burned in Adult. 


Complex burns > burns involving the hand, perineum, face and burns 
>10% in adults and >5% in children should be transferred to a burn’s 
unit (Special burn services). 


Example: 
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A 2-year old child presents with 6% partial thickness burn on his chest 


No need for IV treatment 
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Key 5 |@ Breathlessness and Stridor in a child playing with toys is commonly 
due to Aspiration of a FB > Indirect Laryngoscopy + Fibre optic 
examination of the pharynx 
N.B. It is most commonly seen in children from 6 months to 5 years 
old. 
© If (Direct Laryngoscopy) was given instead of “Indirect”, Pick it. 


Key 6 
© Given IV at 0.8 mg. 
® It has short duration of action, starts working after 2 minutes (Rapid 
Onset of action), can be repeated every 2-3 minutes if minimal or no 
response. 
® Features of Opioid Overdose 
- Symmetrical bilateral MIOSIS. 
- Respiratory depression. 
- Altered level of consciousness. 


degree (Superficial dermal) burns. 


Key 7 |A patient with wide superficial epidermal burn involving 
nearly his whole left arm comes A&E. No blisters. 
This is a first degree (Superficial Epidermal) burn as there is only 
redness and pain WITHOUT Blisters which are characteristic for 2"¢ 


Superficial epidermal burns < 15% of the TBSA in adults: 
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> Give Analgesia, Apply non-adherent dressing and bandage and 
discharge. 

> Check his tetanus status and give tetanus toxoid if required. 

> F/U in an outpatient clinic twice a week for inspection. 


When to give IV fluid (Parkland formula)? 


If the TBSA burnt is > 15% in adults and > 10% in children. 


Complex burns > burns involving the hand, perineum, face and burns 
>10% in adults and >5% in children should be transferred to a burn’s unit. 


When to refer to 2ry care? 


« All deep dermal and full-thickness burns. 

« Superficial dermal burns of more than 3% TBSA in adults, or more 
than 2% TBSA in children 

« superficial dermal burns involving the face, hands, feet, perineum, 
genitalia, or any flexure, or circumferential burns of the limbs, torso, 
or neck 

« any inhalation injury 

« any electrical or chemical burn injury 

« suspicion of non-accidental injury 


Head injury: NICE guidance on investigation (CT Head) 


NICE has strict and clear guidance regarding which adult patients are safe 
to discharge and which need further CT head imaging. The latter group are 
also divided into two further cohorts, those who require an immediate CT 
head and those requiring CT head within 8 hours of injury: 
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ately (within 1 hour) 
GCS < 13 on initial assessment. “GCS = Glasgow Coma Scale”. 
GCS < 15 at 2 hours post-injury. 
Suspected open or depressed skull fracture. 


Any sign of basal skull fracture (Hemotympanum, ‘panda’ eyes, 
cerebrospinal fluid leakage from the ear or nose, Battle's sign). 
Post-traumatic seizure. 

Focal neurological deficit. 

More than 1 episode of vomiting. 


Basilar Skull Fracture 


hemotympanum Battle's sign 


Raccoon eyes 


some loss of consciousness or amnesia since the injury: 


Age 65 years or older. 
Any history of bleeding or clotting disorders 
Dangerous mechanism of injury (a pedestrian or cyclist struck by a 
motor vehicle, an occupant ejected from a motor vehicle or a fall from 
a height of greater than 1 metre or 5 stairs). 
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- More than 30 minutes retrograde amnesia of events immediately 
before the head injury. 


If a patient is on warfarin who have sustained a head injury with no other 
indications for a CT head scan > perform a CT head scan within 8 hours of 
the injury. 


Example: 

A factory worker was hit on his head by a heavy automatic machine. He 
says that he cannot remember the cause that has led to his injury. 
However, he did not lose consciousness and did not vomit. 


> Retrograde Amnesia + Dangerous mechanism of injury 
+> Perform CT Head within 8 hours. 


For Your Knowled 

Glasgow Coma Scale 
Response 

Eyes open spontaneously 

Eyes open to verbal command, speech, or shout 
Eye Opening Response - 

Eyes open to pain (not applied to face) 

No eye opening 

Oriented 

Confused conversation, but able to answer questions 


Verbal Response Inappropriate responses, words discernible 3 Points 
Incomprehensible sounds or speech 2 Points 
No verbal response 1 Point 
Obeys commands for movement 
Purposeful movement to painful stimulus 
Withdraws from pain 


Motor Response 


Abnormal (spastic) flexion, decorticate posture 
Extensor (rigid) response, decerebrate posture 
No motor response 


Minor Brain Injury = 13-15 points; Moderate Brain Injury = 9-12 points; Severe Brain Injury = 3-8 points 
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i Remember that GCS <8 is an indication for Intubation. 


It is painful and potentially serious condition caused by bleeding or 
swelling within an enclosed bundle of muscles. 

Examples: It can occur after a traumatic injury (e.g. car crush), 
Prolonged compression (a limb stuck under a heavy object). 

This leads to severely high pressure within the compartment, leading to 
insufficient blood supply to the muscles and nerves. 

N.B. The presence of pulse does not exclude compartment syndrome. 
Acute compartment syndrome is a medical emergency that require 
surgery (Fasciotomy) to be corrected. 

If untreated, lack of blood supply can result in permanent damage to 
the muscles and nerves; thus, loss of function of the affected limb. 

N.B. Myoglobinuria may result after fasciotomy which may lead to 
renal failure. Therefore, aggressive IV fluid is required if myoglobinuria 
develops. 

N.B. Death of muscle group may result within 4 to 6 hours. 


Compartment 


syndrome: 
oe 


nay te i f/ 


ace muscle 


Key 10 | A child presents with scald (hot water burn) on his right arm and hand 
that causes partial thickness burn. 
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> Refer to a burn’s unit. 


One Full Arm = 9% of the TBSA. 
Remember, one of the indications for referral to 2ry care is > 


Superficial dermal (Partial Thickness) burns of more than 3% TBSA in 
adults, or more than 2% TBSA in children. 


What if it was Deep Dermal? 


> All burns that are Deep Dermal or Full Thickness should be referred to 
a specialised burn’s unit regardless of the TBSA being burnt. 


What if it was Superficial Epidermal (First Degree)? 


> Analgesia + Non-adherent Dressing + Discharge with F/U in Outpatient 
clinic twice a week. 


> IV fluid only if >15% in adults or >10% in children. 


« In burns, always check the tetanus status of the victim and give 
tetanus toxoid if required. 


Anaphylaxis may be defined as a severe, life-threatening, generalised or 
systemic hypersensitivity reaction. 
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Common i 


« Food (e.g. nuts) - the most common cause in children 
- Drugs (e.g. Penicillin > Amoxicillin, Co-Amoxiclav) 


- Venom (e.g. wasp, bee sting) 


S « is usually involve more than one part of the 
Poor nee as ae skin, arr eyes, lungs, heart, gut, and brain. Some 
symptoms include: 


« Skin rashes and itching and hives (Urticarial Rash). 
« Swelling of the lips, tongue or throat. 


« Shortness of breath, trouble breathing, wheezing (whistling sound 
during breathing), Cough, Cyanosis. 

« Dizziness and/or fainting. 

« Stomach pain, vomiting or diarrhea. 


Anaphylaxis is one of the few times when you would not have time to look 
up the dose of a medication. Adrenaline is by far the most important drug 
in anaphylaxis and should be given as soon as possible. The recommended 


doses for adrenaline, hydrocortisone and chlorphenamine are as follows: 


Age IM Adrenaline 
(Epinephrine) | Hydrocortisone Chlorphenamine 
< 6 months 150 micrograms 25mg 250 
(0.15ml 1 in 1,000) micrograms/kg 
6months-6 years 150 micrograms 50 mg 2.5mg 
(0.15ml 1 in 1,000) 
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6-12 years 300 micrograms 100 mg 5mg 
(0.3ml 1 in 1,000) 

Adult and child > 500 micrograms 200 mg 10 mg 

12 years (0.5ml 1 in 1,000) 


@ Adrenaline can be repeated every 5 minutes if necessary. The best site 
for IM injection is the anterolateral aspect of the middle third of the thigh. 


@ After giving Adrenaline, give Hydrocortisone and Chlorpheniramine. 
Note: Adrenaline is ALWAYS given 


Patients who have had emergency treatment for anaphylaxis should be 
observed for 6—12 hours from the onset of symptoms, as it is known 
that biphasic reactions can occur in up to 20% of patients 

sometimes it can be difficult to establish whether a patient had a true 
episode of anaphylaxis. Serum tryptase levels are sometimes taken in 
such patients as they remain elevated for up to 12 hours following an 
acute episode of anaphylaxis. 


SB CIPanic Attacks 


- Periods of intense fear characterised by: palpitations, sweating, 


tremors, SOB that develop rapidly. 

- It peaks around 10 minutes and then gradually settles resolves over 
the next 20 minutes. 

- Extreme: a patient feels that he is going to die from cardiac or 
respiratory problems. (sudden severe sharp stabbing chest pain 
may also occur mimicking MI)! 

- Usual: Dizziness, circumoral paraesthesia and tingling, carpopedal 
spasm + sharp or stabbing chest pain. 
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Key 14 


- Patients are usually tachycardic and tachypnic. 


- It is important to rule out the secondary causes of tachycardia, 
chest pain or SOB. Thus, investigations such as ECG, O2 Saturation, 
Blood glucose are important initial investigations. 

- FBC, KFT, CXR are required if symptoms do not settle in a few 
minutes. 

- Management: Simple breathing exercise such as breathing 
through nose, paper bag, slowing down breathing + Reassurance is 
all that is needed. 


- Others, in severe and acute (still ongoing): Benzodiazepines + 


Propranolol (if no Asthma). 


Diaphragmatic rup 


Usually occurs due to a blunt trauma e.g. a car accident: 

The seat belt compression > sudden and quick rise in the intra- 
abdominal pressure > burst injury of the diaphragm. (Commonly on 
the left side). 

S&S: Chest and Abdominal Pain, Respiratory Distress, Diminished 
breath sounds on the affected side, Bowel sound might be heard. 
Diagnosis: 

« CXR (initial) > Unreliable (low sensitivity and specificity). However, 
sometimes the curled NGT in the stomach is seen in the chest 
(Pathognomonic). Air-fluid levels in the chest. 

Thoracoabdominal CT Scan > Usually Diagnostic. 


Very Important: 
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Other possible answer > Inform the anaesthetist. 


Do not rush and pick something else! 


Wernicke’s encephalopathy (Thiamine deficiency) 


In Chronic Alcoholics mainly. 
Other causes: Persistent vomiting, Stomach Cancer. 


Triad of CAS: 


Confusion 
- Ataxia (Uncoordinated gait, unsteadiness) 


- Squint (Nystagmus, Ophlamoplegia) 


Rx > Urgent IV Thiamine (Vitamin B1) even before glucose 


replacement. 
f not treated > It might develop to Wernicke’s Korsakoff Syndrome = 


| 
(The above triad + Retrograde Amnesia + Confabulation). 
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Examples of some Drugs Overdose: 
Paracetamol Antipyretic and Analgesic. 

First 24 hours > Asymptomatic. 

After 24 hours > Acute liver failure (Very high ALT and AST) 


ALT and PT usually peak at 72 to 96 hours. 


Aspirin A potent Antiplatelet, Antipyretic, Analgesic and Anti- 
inflammatory drug. 


Overdose > Ringing in the ears, Nausea, Abdominal pain, 
Tachypnea. 


(early: respiratory alkalosis. Late: Metabolic Acidosis) 


Amitriptyline TCA (Tricyclic Antidepressant) 
Overdose > Excessive sedation, Dry mouth and skin 


Sympathomimetic effect: tachycardia, Sweating, Dilated 
Pupils. 


ECG: Sinus tachycardia (Common), Prolongation of ORS, QT, PR 


As the patient is in metabolic Acidosis, give an IV bolus of 250 
ml NS (0.9%) + Sodium Bicarbonate (50 mmol IV slowly). 
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| N.B. aim for pH of 7.5-7.55! | 


Sodium bicarb will correct ECG changes and cardiac rhythm. 


Organo- The active ingredient in the insecticides. 


phosphates 
Overdose: Increased Saiva and Tears production, Diarrhea, 


Vomiting, Small Constricted pupils, sweating, muscle tremors 
and confusion. 


Example: 


A patient presents with epigastric pain and hematemesis for 24 hours. 
He was drinking alcohol yesterday and he took excessive amount of a 
medicine that he cannot remember its name. He is tachycardic and 
hypotensive. His LFTs are severely deteriorated. What is the likely 
diagnosis and the drug being used? 


> Acute Liver Failure due to Paracetamol Overdose. 


He might have been taking paracetamol as he was drunk and having 
headache. The acute liver failure usually develops 24 hours after the 
paracetamol overdose. The patient present after 24 hours, which 
support the answer. 


Key 17 | Note: 
Not all patients who have taken more than 24 hours are subject to 
receive IV N-Acetylcysteine. If there are no indications to immediately 
start the anti-dote, we will usually measure the serum paracetamol 
level at 4 hours post-ingestion and decide accordingly. 


IV_N-Acetylcysteine should be given if: 
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There is a staggered overdose (all the tablets were not taken 
within 1 hour) 

There is doubt over the time of paracetamol ingestion, regardless 
of the plasma paracetamol concentration. 


Patients present > 8 hours after ingestion. 

Jaundice or liver tenderness. 

The Patient is unconscious or have a suspected overdose. 

The 4-hour post ingestion plasma paracetamol concentration is 
on or above treatment regardless of risk factors of hepatotoxicity 


Example. If a patient presents after ingesting 30 tablets of 
paracetamol but without any other indications for initiating N- 
Acetylcysteine. What to do? 


Answer: Measure the paracetamol levels at 4 hours post-ingestion 
(Calculated from the time of ingestion, not the time of hospital arrival) 
before commencing N-Acetylcysteine. 


If a patient presents with ongoing bleeding and hypotension (e.g. a 
butcher has injured his thigh and presents with active bleeding), the 
INITIAL Line would be > 


IV Fluids. (Along with Cross-Match). 


IV fluid is superior to blood transfusion as an initial step. This is because 
IV fluid is available at the A&E department while the Packed RBCs need 
some time to arrive. Thus, we start with IV fluid resuscitation while 
waiting for the Blood to arrive. 


Key 19 [Types of Surgical Bleeding | 
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Primary Bleeding at the time of Rx: Replacing Blood or 
hemorrhage | surgery or immediately return to theatre if severe. 
after it. 
Reactionary | Bleeding within 24 hours __| Usually due to slipping of 
hemorrhage | after surgery/ Trauma. ligatures, dislodgement of 
clots, warming up post-op 
leading to vasodilatation and 
rising of BP to normal. 


e.g. a patient bleeding and 
hypotensive while in the 
recovery room. 


Rx: Replacing blood, wound 
re-exploration. 
Secondary |1to 2 weeks post-op Usually due to necrosis of 
hemorrhage blood vessels related to the 
previous repair, and 
precipitated by wound 
INFECTION. 


Key 20 | An unresponsive patient after a trauma (e.g. a punch on the face, an 
accident). 


> The initial step > Clear Airways (ABC). 
We Always Start With ABC 


Airway > Breathing > Circulation. 


Key 21 | After thyroidectomy, the patient was found cyanosed hypotensive at 
the recovery room with the neck being tense and with blood oozing 
from the drain. 


+ Reactionary Hemorrhage 
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a (It occurs within the first 24 hours after the operation) 


<aeeaieExamples of Oesophageal Disorders 


The table below lists a small group of less common oesophageal disorders. 


Disorder Notes 
Plummer-_ Triad of: 
Vinson 


- dysphagia (secondary to oesophageal webs 
pendneme ysphagia ( y phag ) 


- glossitis 
« iron-deficiency anaemia 


Treatment includes iron supplementation and dilation of the 
webs. 
Mallory- Severe vomiting > painful mucosal lacerations at the 
Weiss gastroesophageal junction resulting in haematemesis. 
syndrome Common in alcoholics. 
(Tear) See Below 


Boerhaave Severe vomiting > oesophageal rupture 
syndrome 


Mallory-Weiss syndrome (Tear) 


Severe repetitive vomiting > painful mucosal lacerations at the 
gastroesophageal junction resulting in haematemesis. 
Common in alcoholics. 
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| | aE | 


Mallory-Weiss tear 


- Ifthe patient is vitally and haemodynamically stable, with a normal Hb, 
either one of the following is the correct answer: 

- Discharge with Advice. OR 

- Repeat FBC (Full Blood Count). OR 

- Observe Vital Signs for deterioration. 


- Discharge low-risk patients home according to “Blatchford Score”: 
« Systolic BP => 110 
- Urea <6.5 
« Hgb:>13 in males, or > 12 in females. 
- Pulse: <100 
- Absence of Melena, Liver disease, HF, Syncope. 


If severe > Resuscitation (high flow O2, IV fluids, IV blood if needed) 


- Admission and early endoscopy + calculation of full “Rockall score” if: 
« SPB <100 and pulse 2100. 
« Continued bleeding. 
- Age: 2 60 (all patients > 70 Y/O should be admitted). 
- Liver disease, HF, Known oesophageal varices. 
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povolemic (Hemorrhagi 


Parameter Class! Class Il Class III Class IV 
Blood loss ml <750ml 750-1500mI 1500-2000m! >2000ml 
Blood loss % <15% 15-30% 30-40% >40% 
Pulse rate <100 100-119 120-139 >140 
Blood pressure Normal Normal Decreased Decreased 
Respiratory rate 14-20 20-30 30-40 >35 

Urine output >30ml 20-30ml! 5-15ml <5ml 
Symptoms Normal Anxious Confused Lethargic 


Therefore, 


IT a patient presents with ongoing hemorrnage (Bleeding), always try to 
link the Pulse rate to the Class (Stage) of the hypovolemic shock. 


For example, 
A patient presents with severe bleeding after stabbing his thigh. His HR 


is 130. 


> He is in Class Ill > i.e. he has lost around 30-40% of his blood. 
And so on. 


This is commonly asked in PLAB 1 exam! 


Key 24 


Whenever you see GCS < 8 > immediately think of Intubation (or: 
Inform the anaesthetist). 


In an alcoholic patient who wants to stop drinking but his main concern 
is that he lacks support and encouragement. 


> Refer for social services to get the required support. 
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Note that his main concern is the support. We do not need to admit 
him to the hospital for detoxification or to psychiatry. All he requires is 
social support and a push! This is usually the job of the social services. 


A patient has ingested 30 tablets of paracetamol and presents to A&E 
with confusion and feeling unwell. IV N-Acetylcysteine was given. 24 
hours after the treatment, she is still confused. Her Labs show: 

Hb: 13 

WBC: 6 

pH: 7.12 

Creatinine: 245 (Normal: 70-150) 

PT: 18 (Normal: 11-14 sec) 


® The most appropriate management- Liver Transplantation! 
4 Be careful, acute liver failure in paracetamol starts 24 hours after the 


overdose being ingested. 
Here, the pH is 7.1, which is an indication for liver transplantation. 


When to refer a patient with paracetamol overdose for 
Liver Transplantation? (Imp) 


King's College Hospital criteria for liver transplantation (Paracetamol 
Liver Failure) 


Arterial pH < 7.3, 24 hours after ingestion 


@ Or all of the following: 


- Prothrombin time (PT) > 100 seconds 
- Creatinine > 300 pmol/| 
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_ - Grade Ill or IV encephalopathy 


<A @aMaiCarbon Monoxide (CO) poisoning 


Carbon Monoxide is tasteless, odourless gas, produced by 
incomplete combustion. 


Causes > Car exhausts, Fires, Faulty gas heaters, Paints. 


Pathogenesis: CO decreases the Oxygen-carrying capacity by 
binding to the Haemoglobin to form Carboxyhaemoglobin (COHb) 
> This impairs O2 delivery to the tissues > Tissue hypoxia. 

One example is CO poisoning due to inhalation of Methylene 
Chloride (Dichloromethane) from the PAINT fume. 


Features > Severe headache (usually tension headache) + 
Malaise + Vomiting + Dizziness. 


If severe > Pink skin and mucosae, Fever, Hyperventilation 
(Trying to get O2), Arrhythmia, Coma. 


The investigation of choice > Carboxyhemoglobin levels. 


Management > 100% Oxygen administered via a tight-fitting face 
mask. (Standard Oxygen Therapy). 


Points on Management: 

- The elimination of half-life of CO is about 4 hours on breathing air, 
1 hour on 100% O2, and 23 minutes on O2 atmosphere pressures. 

- ABC: 
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- Clear airway. 

- Maintain ventilation with high concentration of O2. 

- If Conscious > 100% O2 via a tight-fitting face mask with an O2 
reservoir. 

- If Unconscious > Intubate and Ventilate with IPPV (Intermittent 
Positive-Pressure Ventilation) on 100% O2. 


Pay special attention, if the patient is hypotensive (SBP < 100) and 
Unconscious > Intubation + IPPV 100% O2 


Management of Upper GIT Bleeding due to Varices 


(Key Points) 


1) Always start with IV fluids. (if the question asks about the “initial” step. 

2) Terlipressin (2mg IV repeated every 4-6 hours) and prophylactic 
antibiotics (e.g. Ciprofloxacin or Cephalosporin) should be given to 
patients at presentation (i.e. before endoscopy) 

3) Endoscopy: band ligation should be used for oesophageal varices and 
injections of N-butyl-2-cyanoacrylate for patients with gastric varices 

4) Transjugular intrahepatic portosystemic shunts (TIPS) should be 
offered if bleeding from varices is not controlled with the above 
measures 


Other Important Notes: 


- Avoid PPI (Omeprazole) in acute cases unless if the patient is a known 
peptic ulcer patient. 

- If INRis prolonged > Vitamin K. 

- Ifthe patient is actively bleeding and the platelet count is < 50.000 > 
Platelet transfusion. 
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- Balloon Tamponade is only used as a salvage procedure when the 
patient is massively bleeding non-stop and at risk of death. 


© Very Important: If a patient with liver disease presents with 


Hematemesis and high INR > Give Fresh Frozen Plasma (FFP). However, if 
the question asks about the most appropriate “initial” step, the answer 
would be > IV fluid. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 


© Copyright 


Important: If you are using your phone to view this page, we strongly recommend activating the 
desktop mode (Desktop site) for higher resolution and images. 


Emergency Meciicine 
ite —s 


Key 29 | A patient had RTA and brought to ED unconscious. O/E > Perineal 
bruising. Pelvic fracture was confirmed. He has urinary retention since 
the accident. 

The best Next Course of Action > Suprapubic Catheterisation. 
Posterior urethral tear is often associated with pelvic fracture. 
Look for perineal bruising, blood at the external urethral meatus. 
PR examination: an abnormally high-riding prostate OR inability to 


palpate the prostate > Suspect Urethral injury. 

Management: Refer to Urology team for: Suprapubic catheterization + 
Retrograde/ Ascending urethrogram imaging to assess the urethral 
injury. 

We cannot perform urethral catheterisation as the urethra is injured! 


Thoracic epidural (up to T4). 
Intubation OR Mechanical Ventilation: if worsening fatigue and RR. 


The usual hint is the Trauma + Paradoxical Chest movement 


SAMI F ail Chest 
Chest wall disconnects from thoracic cage 
Multiple rib fractures (at least two fractures per rib in at least two ribs) 
Associated with pulmonary contusion (a trauma to the chest) 
Abnormal chest motion (Paradoxical), Chest pain, SOB. 
Avoid over hydration and fluid overload 
High Flow O2 (Initial) 
Analgesia (Initial): Paracetamol/ NSAIDs/ Opiates/ Intercostal block/ 
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| Flail Chest Management simplified: 


- If vitally Stable + Normal Vitals + Normal SpO2 
> Analgesia (e.g. intercostal block). 


- If vitally Unstable 
> ABC first then Analgesia (High flow O2 then Analgesia). 


- If Drowsy, Laboured breathing, Worsening Respiratory Rate 
> Intubate first. 
(usually with a double lumen endotracheal tube as one side of the 
chest is affected more than the other). 


Hereditary angioedema = Ci Esterase Inhibitor Deficienc 


- Arare genetic condition causing episodes of angioedema which may 
include life-threatening laryngeal edema. 

- Hereditary angioedema is an Autosomal Dominant condition associated 
with low plasma levels of the C1 esterase inhibitor (C1-INH) protein. 


Investigation 


C1-INH level is low during an attack (Acutely) 
low C2 and C4 levels are seen, even between attacks. 
Serum C4 is the most reliable and widely used screening tool 


S&S 


Recurrent episodes of facial and tongue swelling (May begin in 
early childhood). 

attacks may be proceeded by painful macular rash 

Family History. 

painless, non-pruritic swelling of subcutaneous/submucosal tissues. 
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e may affect upper airways, skin or abdominal organs (can occasionally 
present as abdominal pain due to visceral oedema). 
« urticaria is not usually a feature. 


Management 


« acute: IV C1-inhibitor concentrate, fresh frozen plasma (FFP) if this is 


not available 
« prophylaxis: anabolic steroid Danazol may help 


FAX ATTTYSGIWUIM VY VICSCHIlS LU LEY UITPOUUIIOIIL GLLGLRKS UI TALC aii LUTIBUS 
swelling along with abdominal pain. His father has had similar episodes 
during his childhood. 


> C1 Esterase Inhibitor Deficiency (= Hereditary Angioedema) 


<a Perforated Pepti 


Acute abdomen. 

Vomiting. 

Severe epigastric pain + radiates to tip of the shoulder. 
Progress to generalised abdominal rigidity. 

Hx of taking NSAIDs (e.g. for Rheumatoid Arthritis or any other 
condition). 

Dx: Erect Abdomen and Chest X-Ray (NOT U/S)! 

> Air under Diaphragm. 


Key 33 | Very Important NOTE 
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A Post-op patient (in LL femoral arteries) develops LL swelling + is going 
into shock (Hypotensive) > Think of a hemorrhage at the site of the 
swelling and INITIALLY and IMMEDIATELY > APPLY PRESSURE at the 
site of the swelling even before giving IV fluid as there is most likely 
bleeding beneath it. 


After RTA “Road Traffic Accident”, a patient is brought to the ED with 


the following: Breathlessness, severe chest pain, Hypotension (Systolic 
BP is 70), Tachycardic. You should start with which of the following? 
Analgesics, Antibiotics, High flow O2 or Secure venous access ? 


The answer is > High flow O2. 
Remember, always start with ABC (Airway > Breathing > 
Circulation). So, Oxygen is before Securing venous access. 


Key 35 | A 20-year old male is brought to the ED after receiving a knife stab on his 
upper left side of his back. He is hypotensive (82/60), tachycardic (125) and 
tachypnic (33). Chest X-ray reveals homogenous opacity on the lower left 
lung. The trachea is central. What is the likely diagnosis? 


The likely diagnosis is > Haemothorax 
® There is bleeding manifested by the hypovolemia (hypotension and 


tachycardia). Blood accumulates in the pleural cavity. 
@ Homogenous Opacity = White = fluid not gas = either blood or effusion. 


In pneumothorax, the x-ray will be Hyperlucent (air) not homogenous 
(fluid). 
® In Tension Pneumothorax, the trachea will most likely be deviated. 
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Other points on Haemothorax: 


« Most commonly due to laceration of lung, intercostal vessel or internal 
mammary artery. 
Haemothoraces large enough to appear on CXR are treated with large 
bore Chest drain (Chest tube) > Evacuation of blood may be necessary 
to prevent the development Empyema. 
Surgical exploration is warranted if >1500mlI blood drained immediately 
(rarely needed as the source of bleeding is the lung which is a low- 
pressure system). 

- Dullness on percussion, Hypovolemia, No fluid level on CXR. 


In Ut fey Veen Ea tet (Severe alcohol intake > severe vomiting > 
Gastroesophageal laceration > hematemesis): 


- Admission and early endoscopy if hemodynamically unstable or 
continued hematemesis: 
SPB <100 and pulse >100. 
Continued bleeding. 
Age: 2 60 (all patients > 70 Y/O should be admitted). 
Liver disease, HF, Known oesophageal varices. 
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FT 


<A Yaaleroin withdrawal features: 


Think of it as it is your girlfriend :D ® 


Your (heroin) leaves you “Withdrawal”: 
- You cry alot > Watery eyes and runny nose. 
« You cannot sleep > Insomnia. 
- You miss her > Agitation. 


Drug Withdrawal Features 


Withdrawal begins 12 hours after last dose 

Peaks at 24-48 hours 

Increased body secretions: sweating, diarrhea, runny nose, 
tearing (Flue-like symptoms esp. early in withdrawal) + 

Pain: Abdominal pain, joints (arthralgia), muscle aches. + 
Others: agitation, insomnia, anxiety (common in other drugs) 


Benzo- Withdrawal begins 1-4 days and peaks at 2 weeks. 

diazepines Panic attacks + Other common (agitation, insomnia, anxiety) 
Remember: benzodiazepines are used to treat panic attacks 
and anxiety. 


Cocaine Within hours of last dose and peaks in a few days. 
Depression, irritability, muscle aches + Others (insomnia ...) 


symptoms start at 6-12 hours: tremor, sweating, tachycardia, 
anxiety. 

peak incidence of seizures at 36 hours 

peak incidence of delirium tremens is at 48-72 hours: 
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coarse tremor, confusion, delusions, auditory and visual 
hallucinations, fever, tachycardia 


Management 


« first line: benzodiazepines e.g. chlordiazepoxide. 


Lorazepam may be preferable in patients with hepatic failure. 
Typically given as part of a reducing dose protocol 


carbamazepine is also effective in treatment of alcohol 
withdrawal 

phenytoin is said not to be as effective in the treatment of 
alcohol withdrawal seizures 


Drug Overdose (Intoxication) 


Respiratory Depression (Low RR) 
Low BP 

Low HR 

Pinpoint pupils (constricted pupil 
Constipation 

Give Naloxone 


Cocaine High RR 
High BP 
High HR 
Mydriasis (dilated pupils) 
Hyperthermia and sweating 
Restlessness and Agitation 


Ecstasy e neurological: agitation, anxiety, confusion, ataxia 
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cardiovascular: tachycardia, hypertension 
hyponatraemia 

hyperthermia 

rhabdomyolysis 

uncontrolled body movements, Trismus. 


Management 


« supportive 


« dantrolene may be used for hyperthermia if simple 
measures fail 


LSD Mydriasis - Flushing and sweating — Hyperreflexia-Diarrhea — 
(Lysergic Acid | Paraesthesia 


Diethylamide) | Delusions and Hallucinations (Pathognomonic) 
- apatient smelling colours and seeing sounds > LSD 


Heroin > 74 body secretions (watery eyes, runny nose, diarrhea, 
sweating) + Pain (abdomen, muscles) + Others. 

Cocaine > DEPRESSION + Others. 

Benzodiazepines > Panic attacks + Others. 


Alcohol >Nausea, Vomiting, Irritability + tremors + Hallucinations + 
Others 


Notes on Overdose (T tO. 


Heroin > everything is decreased: low HR, Low RR, Low BP, Pinpoint 


(Constricted) pupils. 
Cocaine > The Opposite: high HR, high RR, high BP, Mydriasis 
(Dilated pupils). 
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LSD > delusions, hallucinations, a patient sees sounds and smells 
colours. 


Management of Panic Attacks: 


Simple breathing exercise such as breathing through nose, paper 
bag, slowing down breathing + Reassurance is all that is needed. 


© Others, in severe and acute (still ongoing) 
+> Benzodiazepines + Propranolol (if no Asthma). 


Remember, Asthma + fs-Blockers > Do not mix © 


Key 39 | Alcohol + Vomiting + Hematemesis > IV Neiss Sy’ 


Seam Thoracic aorta rupture 
Mechanism of injury: Decelerating force i.e. RTA, fall from a great 
height. 
Most people die at scene 
Survivors may have an incomplete laceration at the ligamentum 
arteriosum of the aorta. 
Clinical features 
« Contained haematoma: persistent hypotension 
- Detected mainly by history, CXR changes 
By far, the commonest site of injury is the Proxima i ; 
CXR changes 
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- Widened mediastinum 

+ Trachea/Oesophagus to right 

- Depression of left main stem bronchus 

« Widened paratracheal stripe/paraspinal interfaces 
- Rib fracture/left haemothorax 


Diagnosis 
Angiography, usually CT aortogram. 


Treatment 
Surgical Emergency. Repair or replacement. Ideally, they should undergo 
endovascular repair. 


Wide Mediastinum in Thoracic Aortic Rupture. 


- Example (1): 


Road Traffic Accident, Hypotension, Widened Mediastinum on CXR. 
> Rupture of Thoracic Aorta. 


> Surgical Emergency. 
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- Example (2): 


Road Traffic Accident, Hypotension, Homogenous Opacity on CXR. 


> Hemothorax 
> Chest drain to prevent empyema. Surgery rarely needed. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 
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desktop mode (Desktop site) for higher resolution and images. 
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Key 41 | Start IV N-Acetyl Cysteine immediately after Paracetamol Overdose 
(without waiting for the serum paracetamol level) if: 
v Unknown dose. 
V Unknown time (Doubtful time) of ingestion. 
v Staggered dose (all tablets were not taken at the same hour). 
vV Presenting > 8 hours after ingestion. 
Vv Presenting Unconscious or with Liver tenderness and Jaundice. 


If not, then > Measure the paracetamol level 4-hours post ingestion 
(Not Post-admission). 


Note: 

Paracetamol Overdose is treated in the Medical Ward not the 
Psychiatric ward. Thus, sometimes > “Admit to the medical ward’ is 
the correct answer. However, a referral to psychiatric team is usually 
required after finishing the medical treatment. 


A young man was found unconscious. HR is 52, RR is 6. 
His pupils are constricted. 


The likely diagnosis > Heroin (Opioid) overdose. 
The initial step > Give Naloxone. 
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Respiratory Depression (Low RR) 
- Low BP 


Key 43 


VVCTUUSS . Low HR 

- Pinpoint pupils (constricted pupil 
- Constipation 

» Give Naloxone 


(Toxicity) 


High RR 
- High BP 
- High HR 
- Mydriasis (dilated pupils) 
- Hyperthermia and sweating 
- Restlessness and Agitation 


Overdose 
(Toxicity) 


What if the Serum Paracetamol level is below the treatment level? 


> Refer the patient to the psychiatric team. 


(No Medical treatment is required. However, a referral to psychiatry is 
usually required to investigate and manage any psychological illnesses 
that have made this patient to ingest this high dose of paracetamol) 


Important Note: 

If the patient attends to the hospital on his own after ingesting 
paracetamol overdose, NO compulsory admission to the psychiatric 
ward is required as he regrets his act and comes seeking treatment. 
We only refer him to psychiatric liaison to assess his psychological 
wellness and decide on discharge and follow up as needed. 


NOTE: 
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Key 44 


e Acute Alcohol consumption is an inhibitor of P-450 enzyme system 


> reduce the risk of paracetamol poisoning. 


NOTE: 


Ina if the patient is hemodynamically stable (SBP 
>100) > Thomas Splint first “Before IV fluid and before ABCDE” 

This is to align the fracture; thus, reducing the blood loss as the femur 
fracture bleeds significantly). 

You need to know that splinting the femur > Alignment of the fracture 
> Reduce the blood loss. 


If not stable — ABCDEs (ATLS) first. 


<SBemiBurns and Maintaining Airways 


@® After a major burn, if there is any evidence of airway obstruction (e.g. 
Stridor, Oropharyngeal swelling, evidence of inhalation injury) 

> Call for a senior ED and a senior help immediately for 
urgent General Anaesthesia and (might be life-saving). 


© Smoke inhalation injury is a common cause of death in burn victims. 
- Initial assessment may reveal no injury, but laryngeal oedema may 
develop suddenly and unexpectedly. Thus, early intubation is 
warranted if there is evidence of inhalation injury. 


« S&S of smoke inhalation injury 
- Persistent cough. 
- Stridor. 
- Wheezes. 
- Black sputum and soot (suggesting excessive exposure to soot) 
- Use of accessory muscles of respiration. 
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- Blistering or oedema of the oropharynx. 
- Hypoxia or hypercapnia. 


Key 46 


Key 47 


A patient in the ambulance after RTA deteriorates (decreased GCS and 
Increased RR) 


> Give 100% 02 


Note: (Needle Thoracocentesis is done only if there are clinical 
manifestations of Pneumothorax such as deviated trachea). 


© Calf swelling + Positive Homan’s sign (pain on dorsiflexion) > Think of 
DVT (Deep Vein Thrombosis) even if there are no RFs or skin changes. 


® Baker cyst (popliteal cyst): a swelling behind the knee, not swelling of 
the calf muscles, usually asymptomatic. 


® Popliteal cyst rupture: initially presents with a swelling and discomfort 
behind the knee which (when ruptures) can present as calf pain and 
swelling. However, DVT is more common. 


© Achilles Tendon Rupture: Hx of popping sound + pain around the ankle + 
diminished plantar flexion. 


Key 48 | A patient is brought to the ED after being rescued from a building on 
fire. He is Nauseous, Vomiting, Drowsy, Confused. 


> The likely diagnosis > CO Poisoning. 
> The investigation of choice > Carboxyhemoglobin levels. 
> The initial step > 100% O2 given via Tight Fitting Mask. 
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> If he was unconscious and SBP < 100 (Hemodynamically unstable) 
> Intubation and Ventilation. 


<eemiChest compression in infants: 


The lone rescuer should compress the sternum with the tips of two 
fingers (Index and Middle fingers of one hand). 


- Ifthere are two or more rescuers, use the encircling technique: 


o Place both thumbs not one thumb flat, side-by-side, on the lower 
half of the sternum, with the tips pointing towards the infant’s 
head. 


Spread the rest of both hands, with the fingers together, to encircle 
the lower part of the infant’s rib cage with the tips of the fingers 
supporting the infant’s back. 

Press down on the lower sternum with your two thumbs to depress 
it at least one-third of the depth of the infant’s chest, 
approximately 4 cm. 


Chest compression in children aged over 1 year: 


Place the heel of one hand over the lower half of the sternum. 


Lift the fingers to ensure that pressure is not applied over the child’s 
ribs. 


Position yourself vertically above the victim’s chest and, with your 
arm straight, compress the sternum to depress it by at least one-third 
of the depth of the chest, approximately 5 cm. 


In larger children, or for small rescuers, this may be achieved most 
easily by using both hands with the fingers interlocked. 


Remember CPR Ratio: 


In adults > 30:2 
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| Io In Paediatrics: | 


v Layman > 30:2 
V Professional > 15:2 


N.B. Layman = a person without professional or specialized knowledge in a 
particular subject. 


Unconscious patient after a prolonged generalised tonic clonic seizure 
(> 30 minutes) 


tial step > Secure Airways (ABC) “Even if the patient has IV 


access” we need to secure airway first before giving IV Lorazepam. 


N.B. A prolonged and ongoing seizure for > 30 minutes can lead to Cerebral 
Damage! 


A child was brought to the ED cyanosed, Coughing and with Rash after 
eating a cookie. 


Cian aaecoae At AnnAnhvuilavie: 
Common identified causes of anaphylaxis: 


« Food (e.g. nuts) - the most common cause in children 
- Drugs 
« Venom (e.g. wasp sting) 


fF anaphylaxis usually involve more than one part of the 
avy nee as She skin, mouth, eyes, lungs, heart, gut, and brain. Some 
symptoms include: 


« Skin rashes and itching and hives (Urticarial Rash). 
- Swelling of the lips, tongue or throat. 
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« Shortness of breath, trouble breathing, wheezing (whistling sound 
during breathing), cough, cyanosis. 

« Dizziness and/or fainting. 

« Stomach pain, vomiting or diarrhea. 


Age 
IM Adrenaline (Epinephrine) 
< 6 months 150 micrograms (0.15ml 1 in 1,000) 


6 months - 6 years 150 micrograms (0.15ml 1 in 1,000) 


6-12 years 300 micrograms (0.3ml 1 in 1,000) 


Adult and child > 12 years 500 micrograms (0.5ml 1 in 1,000) 


Sera Trauma to Spleen 


© After RTA, Perform > FAST (Focused Abdominal Sonography (U/S) for 
Trauma (the Ix of choice) or CT Scan. 


+> Found subcapsular splenic hematoma > 


4 The patient is hemodynamically stable > Observation (by Surgical team). 
4 The patient is hemodynamically unstable + Free peritoneal fluids > 
Emergency Laparotomy. 


Do not rush into Surgery! 


Urticaria (Allergic Reaction): (e.g. food, insect bites, drugs: Penicillin) 


Oral antihistamines. 


IM Adrenaline (only if anaphylactic shock): SOB, stridor, hoarseness, 
wheezes, shock, swelling of tongue, face, cheek. 


Example: 
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A child who has been bitten by bees presents with urticarial rash 
(numerous wheals) that are severely itchy. 


> Give Oral Antihistamine. 


This is an allergic reaction. We do not give IM adrenaline unless 
anaphylactic shock is suspected by either of the following: 


SOB | Stridor | Hoarseness | Wheezes I Shock J Swelling of 
tongue, face, cheek 


Pupillary Responses to Light 
Unilaterally dilated | Space occupying lesion 
pupil e.g. abscess, tumour, 

hematoma. 
Bilaterally Opiate overdose e.g. CVA affecting the 
constricted pupils morphine, heroin brainstem 
(pinpoint = Miosis) 


Bilaterally dilated TCA overdose (Tricyclic Cocaine overdose 
pupils (Mydriasis) Antidepressant) 


Key 55 | Side effects of Benzodiazepines (e.g. Lorazepam) 


- Respiratory Distress (Apnea): Life-threatening. [Low RR] 
- Hypotension [low BP] 


. Anterograde Amnesia 
- Sedation 


- Cognitive impairment 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
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Key 56 |Valite) alate 


Partial or complete airway obstruction is a life-threatening emergency. 
Episodes often occur whilst eating and patients will often clutch their neck. 
The first step is to ask the patient ‘Are you choking?’ 


Features of airway obstruction (taken from the Resus Council) 


IMild| airway obstruction airway obstruction 
Response to question ‘Are you Response to question ‘Are you 
choking?" choking?’ 


- victim speaks and answers yes’ - victim unable to speak 
« victim may respond by nodding 


Other signs 


Other signs 
- victim is able to speak, cough, 


and breathe victim unable to breathe 
breathing sounds wheezy 
attempts at coughing are silent 
victim may be unconscious 


+ encourage the patient to cough 
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| If severe airway obstruction and is conscious: | 


give up to 5 back-blows 

if unsuccessful give up to 5 Abdominal thrusts (Heimlich manoeuvre) 
(for Adults) or 5 Chest thrusts (for infants <1y) 

if unsuccessful continue the above cycle 


« call for an ambulance 
« start cardiopulmonary resuscitation (CPR) 


CHOKING ALGORITHM 
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A summary from patient.info 


If coughing effectively > just encourage the child to cough, and monitor 
continuously. 


If coughing is ineffective or is becoming ineffective > shout for help and 
assess the child's conscious level. 


If the child is conscious, give up to five back blows, followed by five chest 
thrusts to infants or five abdominal thrusts to children (repeat the 
sequence until the obstruction is relieved or the patient becomes 
unconscious). 
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- For infants (<1-year-old) - back blows and chest thrusts: 


« Inaseated position, support the infant in a head-downwards, 
prone position to let gravity aid removal of the foreign body. 


Support the head by placing the thumb of one hand at the angle of 
the lower jaw, and one or two fingers from the same hand at the 
same point on the other side of the jaw. Do not compress the soft 
tissues under the jaw, as this will aggravate the airway 
obstruction. 


Deliver up to five sharp blows with the heel of your hand to the 
middle of the back (between the shoulder blades). 


After each blow, assess to see if the foreign body has been 


dislodged and, if not, repeat the manoeuvre up to five times. 


After five unsuccessful back blows, use chest thrusts: turn the 
infant into a head-downwards supine position by placing your free 
arm along the infant's back and encircling the occiput with your 
hand. Support the infant down your arm, which is placed down (or 
across) your thigh. Identify the landmark for chest compression. 
This is the lower sternum, about a finger's breadth above the 
xiphisternum. Deliver five chest thrusts. These are similar to chest 
compressions for CPR, but sharper in nature and delivered at a 
slower rate. 

« For children (1 year old to puberty) - back blows and abdominal 

thrusts. 


Drugs with Blood Gases 


(Acidosis VS Alkalosis) 
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Aspirin, Paracetamol > Metabolic Acidosis (However, pick Aspirin as it 
is more common) 
ACEi and NSAIDs (e.g. Diclofenac) > Metabolic Alkalosis 
Benzodiazepines > Respiratory Acidosis (Apnea > Accumulation of 
CO2) 
NOTE: Salicylate (Aspirin) Poisoning > Resp. Alkalosis (Early) then Met. 
Acidosis (Later). 


Remember: 

- In Metabolic Acidosis, a patient would have a high RR (trying to wash 
out the CO2 which is an acid) + Altered mental status + Nausea + 
Palpitations + Abdominal pain. 

Benzodiazepines (e.g. Lorazepam) overdose > Apnea > Accumulation 
of CO2 which is an acid > Respiratory Acidosis. 


The following points are for your knowledge; nonetheless, it is good to try 
to understand them as they will show up in other chapters. 
« pH determines whether it is Acidosis or Alkalosis. 
- Bicarbonate (Normally 22-26), if less > Metabolic Acidosis 
if normal > look at PCO2 (Normally 4.7-6), if low > Alkalosis, if high > 
Acidosis. 


N.B. DO NOT Directly look at PCO2 neglecting the bicarbonate as 
sometimes the bicarbonate might be low (Acidosis) simultaneously with a 
low PCO2 (Alkalosis). The low PCO2 in such a case is due to the respiratory 
compensation mechanism (washing out the CO2 to buffer the acid)! 


Metabolic Acidosis drugs mnemonic: 


: Metformin, Aspirin, Isoniazid, lron, Alcohol, Digoxin. 
Or: : Isoniazid, Alcohol, Metformin, Alcohol, Iron, Digoxin. 
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The steps (approach) to determine the type of the blood 


gas abnormality. 


. Is the patient acidaemic (pH <7.35) or alkalaemic (pH >7.45)? 
2. Respiratory component: What has happened to the PaCO2? 


i 


PaCO2 > 6.0 kPa suggests a respiratory acidosis (or respiratory 
compensation for a metabolic alkalosis) 
« PaCO2< 4.7 kPa suggests a respiratory alkalosis (or respiratory 
compensation for a metabolic acidosis) 


Ov 


. Metabolic component: What is the bicarbonate level/base excess? 


« bicarbonate < 22 mmol/l (or a base excess < - 2mmol/I) suggests a 
metabolic acidosis (or renal compensation for a respiratory alkalosis) 

- bicarbonate > 26 mmol/I (or a base excess > + 2mmol/I) suggests a 
metabolic alkalosis (or renal compensation for a respiratory acidosis) 


Simply, know that CO2 is an Acid, and Bicarbonate (HCO3) is an Alkali. 
Arterial Blood Causes 


Metabolic Drugs (MAIIAD): Metformin, Aspirin (Later on), Iron, 
Acidosis Isoniazid, Alcohol, Digoxin. And Paracetamol (less common). 
Diarrhea. 
Renal insufficiency of any cause. 
Addison’s Disease 


Metabolic Drugs: ACEi, NSAIDs (e.g. Diclofenac), Diuretic Therapy. 
Alkalosis Vomiting (due to the loss of gastric acid > Alkalosis) 
Hypovolemia, Hypokalemia. 
2ry Hypoparathyroidism. 
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Respiratory Any cause of airway obstruction “apnea” (Low RR). 
Acidosis Drugs: Benzodiazepines, Organophosphates. 

COPD 

Pneumothorax, hemothorax, ascites. 

N.B. If a patient is on a ventilator and developed respiratory 


acidosis > Increase the ventilation to washout the CO2 


(The acid). 


Respiratory | ANY CAUSE OF HYPERVENTILATION (High RR) e.g. 
Alkalosis « PE (Pulmonary Embolism) 
« Salicylate -Aspirin- (early in the course of poisoning). 
« Mechanical Ventilation (Rapid Ventilation). 


N.B. A patient WIth Cardiac arrest can aevelop ~~ IWHAEVD ACIDOSIS 7 
(Low pH, High PaCO2, Low HCO3) as he is not breathing (accumulation 
of CO2, and his kidneys do not perfuse due to low cardiac output). 
What to do? 


? Increase ventilation. (This will rapidly washout the CO2 which is 


Acid and help resolve the acidosis) 


« Sepsis: life-threatening organ dysfunction caused by a dysregulated 
host response to infection. 
Septic shock: a more severe form sepsis, technically defined as ‘in 
which circulatory, cellular, and metabolic abnormalities are associated 


with a greater risk of mortality than with sepsis alone’ 
The old term: Severe sepsis and ‘Systemic Inflammatory Response 
Syndrome (SIRS) are no longer used. 


Adult patients outside of ICU with suspected infection are identified as 
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being at heightened risk of mortality if they have quickSOFA (qSOFA) score 
meeting 2 2 of the following criteria: 


qSOFA score 

Respiratory rate > 22/min 

Altered mentation 

Systolic blood pressure < 100 mm Hg 


zi 
pa 
= 


Management of sepsi 


Red flag criteria 
Responds only to voice or pain/ unresponsive. 
Acute confusional state 
Systolic B.P < 90 mmHg (or drop >40 from normal) 
Heart rate > 130 per minute 
Respiratory rate = 25 per minute 
Needs oxygen to keep SpO2 >=92% 
Non-blanching rash, mottled/ ashen/ cyanotic 
Not passed urine in last 18 h/ UO < 0.5 ml/kg/hr 
Lactate > 2 mmol/l 
Recent chemotherapy 


If any of the red flags are present > the 'Sepsis Six' should be started 
straight away: 


Give 3: 
1) High flow O2. 
2) IV Fluids: NICE recommend a bolus of 500ml crystalloid over less 


than 15 minutes. 
3) IV Broad spectrum Antibiotics. 


Take 3: 


Copyrights @ Plab1lKeys.com 


1) Blood Cultures. 
2) FB, U&E, Clottings, Lactate. 
3) Start monitoring UOP (Urine Output) hourly. 


Notes: 


- Sepsis may lead to > acute kidney injury > (oliguria, high serum urea 
and creatinine). 

- Ifthe patient’s BP failed to respond to IV fluid with persistent 
HYPOTENSION, this is called > Septic Shock. Otherwise, it is sepsis. 


OBER Tricyclic Antidepressant Overdose (e.g. Amitriptyline) 
potentially life-threatening 


Dilated pupils — Dry mouth — Dry flushed skin — Drowsiness — Hypotension 
— Urine retention — Tachycardia — Severe Sedation 


. ECG monitoring is essential: Widened QRS, PR, QT and Broad 
complex tachycardia. 


2 popular stems in the exam: 


1) A child taking his grandparent’s medication and presented drowsy and 
lethargic. 

2) An elderly with terminal illness and wants to end his life, presented with 
dry skin and mouth, and dilated pupils. 


The most important immediate action > ECG 


As the patient is in severe Metabolic Acidosis 
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> Give IV fluid normal saline (0.9% NaCl) + Sodium Bicarbonate. 


A patient was given IV antibiotic (Co-Amoxiclav) for pneumonia and 
shortly after, she developed wheezes, Tachycardia, Severe 
Hypotension, Generalized itchy rash. 


> The likely Dx > Anaphylaxis. 
> The treatment > IM Epinephrine (Adrenaline). 


Age 
IM Adrenaline (Epinephrine) 
< 6 months 150 micrograms (0.15ml 1 in 1,000) 


6 months - 6 years 150 micrograms (0.15ml 1 in 1,000) 


6-12 years 300 micrograms (0.3ml 1 in 1,000) 


Adult and child > 12 years 500 micrograms (0.5ml 1 in 1,000) 


Note: If there were no severe drop in BP, SOB, Wheezes > IV 
Chlorpheniramine (Antihistamine) and Hydrocortisone would be 
enough as this will be an allergic reaction, not Anaphylactic shock. 


Remember the Indications of IM Adrenaline (Anaphylaxis): 
SOB | Stridor | Hoarseness J Wheezes J Shock Jj Swelling of 
tongue, face, cheek 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
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Seal The Protective Mechanism (Physiology) of Hypovolemic Shock 


- Early: loss of blood volume > stretch the receptors in the atria and the 
baroreceptors in the aorta become activated > vasomotor centre 
stimulates efferent output > increase the release of catecholamines > 


eTESSEESYMPATHENIGMGHNEY > Vasoconstriction, Arteriolar 


constriction and Tachycardia (To maintain the blood). 
N.B. Sympathetic activity also causes cold and clammy peripheries. 
Late: Decreased GFR > activation of Aldosterone and ADH > Salt and 


water reabsorption (retention) > activation of thirst centre. 
(To maintain the Volume). 


Key 62 | Staphylococcal (Toxic Shock Syndrome) 


Staphylococcal toxic shock syndrome describes a severe systemic reaction 


to staphylococcal exotoxins (Staph. Aureus). 


Diagnostic criteria 


Fever: temperature > 38.92C. 

Hypotension: systolic blood pressure < 90 mmHg. 
Diffuse erythematous rash. 

Desquamation of rash, especially of the palms and soles. 
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- Involvement of three or more organ systems: e.g. 


o~ = ae a .e +7 ge t 1, ee, ak. J. . . , —, 


- GaStPOINtestinal (\QlarFnoea Ana VOMITINE, ADGOMINal Pall), 
- Mucous membrane erythema, 

- CNS involvement (e.g. confusion) 

- Renal failure, 

- Hepatitis, 

- Thrombocytopenia, 


« [High WBC and Low Platelets <100.000)] 


Example: 


A 72-year-old woman with Hx of URTI last week develops confusion, fever 
(39°C), hypotension (82/60), vomiting, abdominal pain, consolidation at the 
right lung base. Her Labs: Hb: 120, WBC: 19, Platelets: 90,000 


> Toxic Shock Syndrome (Staphylococcal). 


- Fever. 

- Hypotension. 

« High WBCs and Low Platelets (<100,000). 

« More than 3 organs or systems > CNS (Confusion) / Lung 
(consolidation) / GIT (Vomiting and Abdominal pain). 
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« Common after trauma to the left side especially after RTA. 

« Manifestations: Left side Chest and Abdomen Bruises, Abdominal 
Distension, rapid fall in BP and rise in HR. 

« Abdominal X-ray > Absent left psoas shadow. 

« FAST (U/S for trauma) > free peritoneal fluids. 

« CT Abdomen > Diagnostic 

- If confirmed > Urgent surgery. 


« Note: Subsplenic hematoma is different from Splenic rupture. The 
former might be treated conservatively “if stable” by being observed 
by the surgical team whereas the latter (Splenic rupture) if confirmed, 


urgent surgery IS required. 


Key 64 | Remember: 
Adrenaline in anaphylaxis is ALWAYS given Intramuscularly (IM). 


Key 65 | In a penetration or blunt trauma to any organ (e.g. liver), if there is 
low BP (suspecting internal hemorrhage), the patient needs to be 
resuscitated and stabilised before sending for CT or Surgery. This can 
be achieved by IV fluids. If still low BP --> Cross-match for Blood 
transfusion. After that, CT Abdomen can be performed and Surgery 


might take place. 


IV fluids, still hypotensive? > Cross-match for blood transfusion 


> CT abdomen > Surgery (Laparotomy) if indicated. 
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Key 66 | A girl with paracetamol overdose presented 2 hours after ingesting the 
paracetamol. When will be the appropriate time to measure her serum 
paracetamol level? 


> In 2 hours. 


We know that plasma paracetamol level is measured 4 hours “after 
ingestion”. This girl has ingested the paracetamol 2 hours ago. So, the 
remaining time to reach the 4 hours are > 2 hours. 


Chest pain that is aggravated by inspiration and does not relieve by 
GTN, with Normal ECG, with No FHx of Cardiac diseases 
— Think of Costochondritis. 


Costochondritis 


- The patient is usually over 40 Y/O. 

- The chest pain is sharp or Aching. 

- The pain is aggravated by movements (e.g. coughing, sneezing, 
inhalation). 

- Tenderness on palpation over the sternal sides of the chest. 

- The diagnosis is clinical. 

- Rx > self-limiting. Mild analgesics such as NSAIDs can be given. 


Key 68 | Remember, in Bases (when there are any of the red flags) > 


Give 3 > O2, IV fluids, IV antibiotics. 
Take 3 > Blood culture use, FBC, Clotting, Lactate J monitor Urine Output. 


Any patient with infection (e.g. pneumonia) who develops any of the following 
red flags, we activate the above “Sepsis Sex”. However, we start with O2 and IV 
fluids before the others. 
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Red Flags for Sepsis: 


Responds only to voice or pain/ unresponsive. 
Acute confusional state 

Systolic B.P < 90 mmHg (or drop >40 from normal) 
Heart rate > 130 per minute 

Respiratory rate => 25 per minute 

Needs oxygen to keep SpO2 >=92% 
Non-blanching rash, mottled/ ashen/ cyanotic 
Not passed urine in last 18 h/ UO < 0.5 ml/kg/hr 
Lactate => 2 mmol/l 

Recent chemotherapy 


Key 69 |Remember, 
In an Unstable Patient (e.g. Hypotensive...), who presents with 
hematemesis, we need to resuscitate him (Give IV fluids) before 
Endoscopy! 


Pay Attention, 

If the question mentions that the patient has been given “the initial 
management” or has been give “IV fluid”, the next step would then be 
—> Emergency Endoscopy for Band Ligation. 


Key 70 | The word “Rigors” indicates: 


- Bacteremia (e.g. biliary sepsis, pyelonephritis sepsis). OR 
« Malaria. 


Example 


An elderly woman with Hx of UTI and Gallstones. Presents with fever 
(38.9°C), Hypotension (88/58), HR 130, RR 24. She has rigors and right 
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upper abdominal pain. Urine dipstick is Negative for WBCs and | 


Nitrates. 
> Sepsis (likely Biliary Sepsis due to bile duct obstruction) 
It is not UTI (as urine dipstick is -ve for WBCs and Nitrates. 


It is not septic shock (as IV fluid was not given. If IV fluid was given and 
the patient is still hypotensive > Septic shock) 


Key 71 | A young lady with recurrent attacks of palpitations, tremors, anxiety 
and nervousness that develop rapidly and resolve in a few minutes. 
> Panic Attacks. 


© Note, this is not GAD (Generalised Anxiety Disorder) as the 
symptoms develop rapidly and resolve in a few minutes. 

Note, not all cases of panic attacks have to present with the 
classical features of Dizziness, circumoral paraesthesia and tingling, 
carpopedal spasm. 


Treatment involves Simple breathing exercise such as breathing 
through nose, paper bag, slowing down breathing + Reassurance. 


Others, in severe and acute (still ongoing): Benzodiazepines + 


Propranolol (if no Asthma). 


© The usual Answer in PLAB > Rebreathe into a paper bag. 


Key 72 Paediatric basic life support algorithm 
(Healthcare professionals with a duty to respond 
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Shout for help 


) 


Open airway 


Not breathing normally 


5 Rescue breaths 


W 
¥ 


No signs of life 
Vv 
15 Chest compressions 


Vv 


2 Rescue breaths 
15 Chest compressions 


W 
’ 


Call resuscitation team 
(1 min CPR first, if alone) 


Key 73 


© Very Important: 
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If a patient with liver disease presents with Hematemesis and high INR — 
Give Fresh Frozen Plasma (FFP). However, if the question asks about the 
most appropriate “initial” step, the answer would be — IV fluid. 


Key 74 


CA (Tricyclic Antidepressant) Overdose 
(e.g. Amitriptyline 


@ Excessive sedation, Dry mouth and skin. 
© Sympathomimetic effect: tachycardia, Sweating, Dilated Pupils. 
ECG: Sinus tachycardia (Common), Prolongation of ORS, QT, PR 


Dilated pupils — Dry mouth — Dry flushed skin —- Drowsiness — Hypotension 
— Urine retention — Tachycardia — Severe Sedation 


[fc] monitoring is essential: Widened QRS, PR, QT and Broad 
complex tachycardia. 


As the patient is in severe metabolic Acidosis 

> give an IV bolus of 250 ml Normal Saline (0.9%) 

+ Sodium Bicarbonate (50 mmol IV slowly). 

@N.B. aim for pH of 7.5-7.55! 

4 Sodium bicarbonate will correct ECG changes and cardiac rhythm. 

¢ Do not forget that in a patient with amitriptyline (TCA) over dose, if 
he is acidotic, 2 steps to be done: 


1) ECG monitoring. 
2) IV fluids including Sodium Bicarbonate (HCO3). 


Key 75 | Renal Trauma 
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« A fall from a height onto the loin or flank can cause tearing of blood 
vessels at the renal pedicle or rupture the ureter at the pelviureteric 
junction > Haematuria. 

- + bruises on the flank + Hypotension. 


© Initially, stabilise the patient with IV fluid before sending him for CT 
abdomen. 


© Dx > Urgent CT Abdomen (this has replaced the Intravenous urogram 
(IVU). 


« If CT is not within the options > IVU or FAST (whichever is present) 


In Acute Renal Trauma, The Abdomen CT is the Investigation of Choice. 
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2ry amenorrhea (cessation of menstruation for >6 

months after it has been established) that occurs with 

stress or excessive exercise or significantly low BMI > 

Think of 

- This is because hypothalamic failure occurs in these 
conditions. 

- In Hypothalamic Amenorrhea, all low except 
prolactin. i.e. low FSH, low LH, low Oestradiol, HIGH 
PROLACTIN. 

2ry adrenal insufficiency (mostly iatrogenic). 

After a long period of steroids intake, a sudden 

cessation of steroids will lead to adrenal insufficiency 

(iatrogenic). 

- look for unexplained abdominal pain and vomiting 
+/- postural hypotension “dizziness”. 

Diabetic ketoacidosis: 

- occurs mostly in DM type 1 

- Presentation: Abdominal pain, vomiting, Kussmaul 
breathing (deep hyperventilation), dehydration, 
glucose>11. 

- Management: Initially: followed by IV 

infusion of insulin + measure 
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N.B. sometimes, these options are not given, pick 
(measure capillary blood glucose) Obviously! 

- Dx: (pH<7.3), ketonemia> 3 or ketonuria ++, 
Glucose>11, Bicarb<15, 
e Normal Ca + Normal Phosphate + Normal ALP = Osteoporosis. 
¢ Normal Ca + Normal Phosphate + High ALP = Paget’s disease. 
e Low Ca + Low Phosphate + High ALP = Osteomalacia. 


Ca = Calcium, ALP = Alkaline Phosphatase 


Hyperkalemia with ECG changes: 

- Tall Tented T wave, Prolonged QRS > 

- Firstly, protect the cardiac membrane by giving 
IV Calcium Gluconate (OR: Calcium Chloride). 

- Then, reduce the Potassium by giving insulin with 
dextrose OR sometimes salbutamol inhalation. 


hyperkalemia 


Key 6 | Acromegaly: 
- bitemporal hemianopia, spade like hands, enlarged 
nose and jaw. 


- Initial (screening) test and F/U test > IGF-1 (insulin 


like growth factors). 


- The most definitive (confirmatory test) » OGTT (Oral 


Glucose Tolerance Test) with serial Growth Hormone 
measurements. 
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N.B 


In normal people, GH is suppressed by Glucose. 
In acromegaly, GH is not suppressed by Glucose. 
Key 7 | Hypercalcemia with Prostate cancer. 

- Hypercalcemia manifestations: thirst, confusion, 
depression, low mood, kidney stones, abdominal pain, 
constipation, bone pain 

(Moans, Groans, Stones, Bones). 


- Ina prostate cancer patient with these 
manifestations. initially order serum calcium. 


- The main causes of hypercalcemia: 
1ry hyperparathyroidism, Malignancy, Sarcoidosis, TB 


- Initial management: rehydration IV 0.9% NaCl. 


- Then: (e.g. Alendronate, 
Risedronate). 
Key 8 | Amenorrhea with HYPOTHYROIDISM: 
- Hypothyroidism: decreased appetite but weight gain, 
intolerance to cold, lethargy, puffy face, hands and feet 
(myxoedema), bradycardia, dry coarse cold skin, 
constipation, hair loss. 


N.B. initially, there is menorrhagia followed by 
oligomenorrhea or amenorrhea. 
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e The Commonest cause in the UK: Autoimmune 
hypothyroidism (Hashimoto thyroiditis). 

e The Commonest cause worldwide: iodine 
deficiency 
(in both causes there is goitre) 

Key 9 | Hyperprolactinemia 

(milk discharge in non-pregnant woman) 


MRI shows Pituitary Adenoma (pressing the optic 
chiasma), the visual defect is > Bitemporal 
Hemianopia. 


- Remember: in pituitary adenoma and acromegaly> 
bitemporal hemianopia. 

- Remember: Hyperprolactinemia > Amenorrhea (low 
FSH and LH) and Galactorrhea. 

Diabetic patient suddenly collapsed and fell 

unconscious > measure Random Blood Glucose. 


If blood sugar is below 4 > It is hypoglycemia 
(tachycardia, sweating, confusion, altered mentation) 


Management: 
e If conscious patient and can swallow > give 200 ml 
fruit juice. 

e If conscious but cannot swallow > administer 


e If unconscious > 
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Causes of hypoglycemia: alcohol and liver failure 
(impaired gluconeogenesis), Excess paracetamol, 
aspirin, sulphonylureas (e.g. glibenclamide). 

Key 11 | Glycosuria (glucose in urine) is NORMAL after Surgery 
due to stress which increases the cortisol secretion and 
thus leads to hyperglycemia. 

- This resolves in a few days post-op. 

SCC (squamous cell carcinoma) of the lung > 

Hypercalcemia. 

- This occurs (due to paraneoplastic effect as SCC 
releases parathyroid like molecules (PTH) like 
molecules > hypercalcemia. 


Remember: 


® > High ADH > SIADH > 
“dilutional’”’ and Hypokalemia. 


e It can also cause High ACTH > (Cushing). 


Remember: 


® SCC of bronchus (lung) > PTH like molecules > 


Hypercalcemia. 


In sort: 
e Small cell cancer of the lung > SIADH & Cushing. 
© SCC of the lung > Hypercalcemia. 
DM type 2 in an obese patient with impaired renal 
function > Give insulin (or) Gliptins (DDP4 inhibitors) 
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Why the other options are contraindicated? 


e Biguanides (metformin): although it reduces weight 
and it is considered the first line hypoglycemic drug 
for DM type 2, it is contraindicated in renal 
impairment (GFR< 30) and the dose should be 
reduced if GFR<45. 

e Sulphonylureas (e.g. Glibenclamide): is also 
contraindicated in renal impairment as it increases 
the risk of hypoglycemia + it increases weight and the 
patient is already obese. 

e Glitazones (Pioglitazone): it increases weight. 

e SGLT-2 inhibitors: Contraindicated if GFR<60 

Key 14 | Thyrotoxicosis (Hyperthyroidism) in pregnancy: 


* Propylthiouracil is preferred preconception (before 
pregnancy if the woman is planning to get pregnant) and in 
the first trimester and postpartum. 

* Carbimazole is preferred in 2"? and 3" trimesters. 

* Carbimazole: risk of aplasia cutis and omphalocele in 
the fetus. 

* Propylthiouracil: risk for hepatotoxicity in the mother. 
* both drugs can cross the placenta; so, use the lowest 
possible dose. 

* radioiodine therapy is contraindicated during 
pregnancy. 

* if hyperthyroidism cannot be controlled by drugs -> 


partial thyroidectomy can be done in the 2" trimester. 
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Key 15 | Pheochromocytoma: 

- arare adrenal tumour secreting catecholamines 
(epinephrine and norepinephrine). 

- The key word is (EPISODIC). 

- Features: HTN (Hypertension), headache, sweating, 

tremors, palpitations, anxiety. 


e Mnemonic: PHEochromocytoma: 
Palpitations, Headache, Hypertension, 
PH=F=Flushing (Sweating), E: Episodic (Paroxysmal) 


e Dx: 24 hours collection of urine metanephrines (not 
catecholamines). 


* Rx of choice: surgical resection of the adrenal tumour. 
* N.B. 7-10 days before the surgery, stabilize the 
Hypertension by using Alpha-blockers 
(Phenoxybenzamine) followed by Beta-blockers 
(Propranolol) to prevent intra-operative hypertensive 
crisis. 


DM type 2 + Microalbuminuria and mild HTN + 
Hypercholesterolemia ~> give: 


e Metformin (To control Blood glucose) + 

e ACEi (To reduce the BP and to slow the progression of 
the kidney damage “evidenced by the 
microalbuminuria and DM type 2” + 
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e Statin (for hypercholesterolemia). 


Remember: DM type 2 + HTN > always consider ACEi 


unless severe renal impairment. 
DM type 2 + HTN and Microalbuminuria and NORMAL 
Cholesterol > ACEi + lifestyle modification and diet 
control. 

Key 18 | 1ry Adrenal insufficiency (Addison’s disease): 


e low Cortisol and Aldosterone. 

e Features: A patient with postural hypotension, 
weakness, nausea, vomiting, hyperpigmentation of 
the skin and the mucous membranes. 


e The commonest cause in the developed world > 
Autoimmune. 


e The commonest cause in the developing world > TB. 


Mnemonic: 


oe ee eee el ee eee ee ee 1 Se eee en ae 


TTY PVLOHoSIVIl, TIYVPVIIGLICIIliad, TIYVUVEIYCOIIIa. THI ULIly 
hyper is K+ (Hyperkalemia) and Hyperpigmentation. + 
Metabolic Acidosis. 

In Addison’s disease (1ry): 

- High ACTH > Hyperpigmentation 

- Low Aldosterone > Hyponatremia and Hyperkalemia 
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- Low Cortisol > postural hypotension and 
Hypoglycemia. 


Key 19 | Congenital Hypothyroidism Complication > 

It is rarely seen nowadays as there are screening test. 

If not corrected early, complications: 

Prolonged Physiological Jaundice (starts after 24 hrs 

and lasts for long time) 

FFT (failure to thrive), Short stature, impaired mental 

development 

Broad Flat nose, widely set eyes, protruding tongue. 

Key 20 | DM type 1 with DKA presented unwell with altered 
level of consciousness and tachycardia with signs of 
dehydration (Dry MM, hypotension, slow capillary 
refill). First investigation > Capillary blood glucose 

THEN Arterial Blood Gas. 

Alcohol with HYPOGLYCEMIA. 

Alcohol is the commonest cause of hypoglycemia in adults 

followed by treated diabetes. 

- Scenario Example: A young adult found outside a local pub 
with semiconscious level, profuse sweating, diaphoretic 
skin, GCS 12/15, tachycardia, hypotension. 

Dx of Hypoglycemia: Whipple’s Triad 

1) Low plasma glucose 

2) Symptoms of hypoglycemia: e.g. sweating, confusion, 
tachycardia, hypotension, altered mentation. 

3) If Blood glucose is corrected > rapid resolution of 
symptoms. 
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Key 22 | DM type 2, (with polyuria, polydipsia, wt loss) 
Starts with? > Hypoglycemics. 
Initial: metformin (Biguanide). 


Remember: with bad kidneys (GFR<30), do not use 
MS (Metformin, Sulphonylureas). 

Also, Heart has 4 chambers, so with HF (and 
pancreatitis), do not use DDP4 inhibitors (gliptins). 
Also, the Pie (pioglitazone) comes with the die (Risk 
of bladder cancer). So, Pioglitazone has a risk for 
Bladder Cancer. 

Hypoglycemics that cause weight gain are SPR 
(Sulphonylureas, Pioglitazone, Repaglinide). The rest 
cause wt loss except DDP4 inhibitor Which has no 
effect on the weight. 

SPR without the P have risk of hypoglycemia: 
Sulphonylureas and Repaglinide. 

Hypokalemia + Hypertension > Think of 

iry hyperaldosteronism (Conn’s syndrome). 

e Think of Conn’s if: 

- hypertension + Hypokalemia OR 
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- Refractory hypertension despite 3 or more 
antihypertensive drugs OR 
- Hypertension before the age of 40 years. 


Rx: give aldosterone antagonist (e.g. Spironolactone) 
before considering surgery (Adrenalectomy). 


Conn’s > excess Aldosterone > Hypertension, 
Hypokalemia (might be normokalemia), normal Na+ or 
upper normal, headache, weakness + METABOLIC 
ALKALOSIS +/- Polyuria (due to aldosterone escape) 


Remember: 

e In Addison's (low cortisol) > Hyperkalemia, 

Hypotension and Metabolic Acidosis. 

ein Conn's (high Aldosterone) > Hypokalemia, 

Hypertension and Metabolic Alkalosis. 

e In (high catecholamines) > the 
first three letters (PHE) Palpitations, Headache, 
Hypertension, Flushing (sweating), Episodic. 


Key 24 
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Pre-op Management of ): 

e If major surgery: Stop oral hypoglycemic before 
surgery. 

e If minor surgery: Continue the same routine. 


Pre-op Management of 

e If major surgery: Start sliding scale IV insulin before 
surgery and continue until diet per-mouth is re- 
established. 

e If minor surgery: Omit insulin on the day of the 
surgery. 


In all cases, restart the previous regimen when per 
mouth diet is re-established + Check Blood glucose 4 
hourly. 


Key 25 | Diagnosis of DM: 

1) DM Symptoms (polyuria, polydipsia, Unexplained 
wt loss in DM 1) + One abnormal value. OR: 

2)Two Abnormal values without symptoms. 


e Abnormal values: FBG >= 7 mmol/L OR Hb1Ac >= 48 
mmol/mol (>= 6.5%) 

e Pre-diabetes (Impaired Glucose Tolerance): 
Fasting > 5.5-6.9 / 2-hour Post-Prandial: 7.8-11 / 
HbA1c: 42-47 

e Note: OGTT (Oral Glucose Tolerance Test) is the 
diagnostic test for gestational DM. 


Diagnosis of DM: 

If a patient presents with polyuria, polydipsia, +ve 
glucose in urine > measure FASTING Blood Glucose, 
NOT RANDOM. 
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Key 28 


Alcohol can cause hypoglycemia (confusion, unable to 

speak, impaired GCS or even coma) > Check Blood 

glucose. 

Remember, the causes of hypoglycemia (Glucose<4): 

* Drugs: sulphonylureas, excess paracetamol, aspirin. 

* Alcohol intoxication, Liver failure (impaired 

gluconeogenesis). 

* Addison’s disease (hypoglycemia due to low cortisol). 

MODY (Maturity Onset Diabetes in the Young). 

- DM<25 Y/O 

- Strong FHx (2 generations) 

- Mild Hyperglycemia 

- No need for insulin initially. Responds to 
Sulphonylureas. 
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Addison’s electrolytes: Low Na+, High K+ 


e Remember: in Addison’s disease (1ry adrenal 
insufficiency), all are hypo except potassium: 
Hyponatremia, hypoglycemia, hypotension 
(Dizziness) + HYPERKALEMIA + N, V, Abd pain. 


Another hyper is tanned skin (Hyperpigmentation) 
but it is only seen in 1ry not 2ry adrenal insufficiency. 


e (Low Cortisol, Low Aldosterone). 


High ACTH > Hyperpigmentation 
Low cortisol > hypoglycemia and arterial hypotension 
Low Aldosterone > Hyponatremia and Hyperkalemia 
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High K+ > High H+ > Metabolic Acidosis 
Key 30 | Cushing syndrome Investigations. 

- The outpatient screening test > 24 hours urinary 
free cortisol. 

- The best initial test to establish the Dx > 1 mg (low- 
dose) Overnight Dexamethasone Suppression test. 

- To localise the lesion (to differentiate between 
pituitary adenoma and ectopic source > High dose 
dexamethasone suppression test. 


ACTH level 


HIGH LOW 
- Adrenal adenoma/ carcinoma 
- Excess Glucocorticoids (Cortisol) 
1) Excess ACTH from pituitary administration (The chief cause) 
(adenoma) = (Cushing's disease) OR: 
2) Excess ACTH from Ectopic ACTH- 
producing tumors (e.g. Small cell j 
lung Se ee Rumor) ico ee 
> Pituitary Adenoma 
—— (Cushing's Disease) 
High-Dose Dexamethasone 
Sun pression Test If cortisol is not suppressed 
> Ectopic ACTH Producing Tumors 


(e.g. small cell lung cancer) 


Key 31 | Vomiting > Metabolic Alkalosis (due to loss of H+ - 
gastric hydrochloric acid-) > body will keep CO2 which 
is acid to compensate the loss of H+ (by 
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hypoventilation) > High pH (Alkalosis), High PCO2 
(Compensatory Hypoventilation) 

Hyperkalemia 2ry to Acute Kidney Injury (low eGFR) 
with ECG changes: Tall Tented T-wave and Widened 
QRS > Protect the cardiac membrane before doing 
anything else by IV Calcium Gluconate or IV Calcium 
Chloride + Cardiac monitoring (as there are ECG 
changes and the Hyperkalemia is moderate (6.0-6.4). 
DM Diagnosis. 

The first thing to do in a patient with deep painless heel 
ulcer, polydipsia, polyuria, Wt loss, fatigue > Blood 
sugar 


Comparison of type 1 and 2 diabetes 
Feature Type 1 diabetes Type 2 diabetes 
Onset Sudden Gradual 


Any a 
Age at onset a Mostly in adults 
Body habitus Thinornormal Often obese 
Ketoacidosis Common Rare 
Autoantibodies Usuallypresent Absent 


Normal, decreased 
or increased 


Endogenous insulin Low or absent 


Concordance 50% 90% 
7 ; 
in identical twins ~ ” 


More prevalent 
Prevalence Less prevalent -90 to 95% of 
U.S. diabetics 


Key 34 | Stress Hyperglycemia: occurs in some diseases (e.g. 
Pneumonia, MI, Stroke) or post-op and resolves soon. 
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Understanding the results of a Glucose Tolerance Test 


Fasting is between 6.1-6.9 
mmol/l (Impaired Glucose If the fasting glucose level is 
Fasting) equal to or greater to 7.0 
If fasting is less than 7 mmol/l mmol/l and/or the 2 hour 
and the 2 hour is between 7.8 result is equal to or greater 
-11.0 mmol/l (Impaired than 11.1 mmol/l. 
Glucose Tolerance 


Fasting blood result is less 


than 6.1mmoll/l and the 2 
hour is less than 7.8 mmol/l 


2-HOUR PLASMA GLUCOSE 
SUGAR LEVEL FASTING PLASMA POST (ORAL GLUCOSE 


TAL Fe ARIA Teer. Ae 


GLULCOUSE IMVLENAINGE hwl, Vii) 


> 11.1 mmol/L 
(2 200 mg/dL) 


27.0 mmol/L 
(2 126 mg/dL) 


7.8 — 11.0 mmol/L 
(140 — 199 mg/dL) 


6.1 —6.9 mmol/L 
(110 — 125 mg/dL) 


< 7.8 mmol/L 
(< 140 mg/dL) 


< 6.1 mmol/L 
(< 110 mg/dL) 


Severe post-op hyperkalemia (likely due to acute 
kidney injury 2ry to HF). Say that the K+ is >6.4 > we 
need to push it intracellularly quickly as this may lead to 
life-threatening arrhythmia > 

Give 10 units insulin in 50 ml of 50% glucose IV infusion 
over 30 minutes. 


(N.B. if calcium gluconate is in the options, give it first 
to protect the heart)! 


Remember: crackles at lungs, sacral edema > think of 
Heart Failure (Do not give IV fluid)! He is already 
overloaded due to the HF! 
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Key 37 


Remember: IV Insulin with Glucose will move K+ inside 
the cells temporarily (for 2-6 hours). Therefore, IV NS 
(Normal Saline) needs to be given (if not overloaded 
patient!) 

If the patient is well hydrated, start or increase the dose 
of loop diuretics (Furosemide) OR give Calcium Resonium. 


N.B. In Acute Renal failure + Anuria + severe 
Hyperkalemia (especially if >=7.5) > Consider 
Hemodialysis. 

Breast cancer > bone metastasis > hypercalcemia 
(Drowsiness and increased thirst) 

N.B. Fluoxetine like all other SSRI (used for depression) 
can cause Hyponatremia; however, excessive thirst 
presents with hypercalcemia not with hyponatremia. 
Addison’s disease: low Na+ but high K+. 


Remember, in Addison’s (high ACTH, low cortisol, low 
Py ene pe es £0. sami Nomen an za an Ts. Pl oe Seen eee 


GIMVOLOEPVIIS]. PIY VMVGLICiiia, TlyVelyteciiiia, 
HypOtension, HypeRkalemia + Metabolic acidosis, N, V, 
Abd pain. + Hyperpigmented skin. 

Cushing’s disease is not the same as Cushing’s 
syndrome. 

In Cushing disease (e.g. pituitary adenoma), excess 
ACTH is released from pituitary and travels to BOTH 
adrenal glands making them secrete large amounts of 
cortisol. So, Bilateral (NOT UNILATERAL) adrenal 
hyperplasia might occur. 
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Remember: in Cushing’s disease: ACTH is supressed by 
low (Overnight) or high dose of dexamethasone. 


Remember: Cushing patients have hypertension that 
require >2 antihypertensive agents, Truncal obesity, 
Hyperglycemia, moon face, striae, cardiac hypertrophy, 
osteoporosis, liability to infections...etc 


Cushing’s syndrome features. 

» Due to excess cortisol-like medication (prednisone) or tumor 
that produces or results in production of excessive cortisol 
[Cases due to a pituitary adenoma = Cushing’s disease] 


Enlarged 


supraclavicular z= sine 
) oon face 


fat pads ! 
> 
“tea SE _/ *¥—_ Dark facial hair (women) 


| [ may Cardiac hypertrophy 
| 2) 
Hypertension \ = 
\ <— Obesity 
her \ 
Muscle wasting in | ¢ 
the extremities 


Osteoporosis’ | 


~ 


\\ Abdominal striae 
Poor wound healing > , 
| 


\ \ | Amenorrhea (women) 


Key 39 | Toxic nodular goitre. 
e Alump on the front of the neck moves on swallowing 
+ manifestations of hyperthyroidism > Toxic nodular 
goitre. 
e Some S&S of hyperthyroidism: 
Palpitations, tachycardia, intolerance to heat, wt loss 
(unintentional weight loss nespite having good 
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Panic attacks + Palpitations + Hypertension + Tremors 

> Think of pheochromocytoma 

e PHEochromocytoma: Palpitations, Headaches, 
Hypertension, Flushing, EPISODIC + Tremors and 
Anxiety. 

e Itis a rare catecholamines secreting tumours 
(adrenal). 

e 10% bilateral 10% malignant 10% extra-adrenal 10% 
familial 10% without HTN. 

e Ix: 24-hour urine collection of metanephrines. 

e Surgical removal of the tumor is required, but 1-week 
pre-op, stabilize the Hypertension by alpha-blockers 
(phenoxybenzamine) followed by beta-blockers 
(propranolol) 

Subacute thyroiditis (De Quervain’s Thyroiditis): 
Tender and painful thyroid that may radiate to the 
lower jaw (remember: itis = painful), 

No enlargement, 

Negative thyroid Abs 

Radioactive lodine uptake test > decreased 
(depressed) radionuclide uptake. 
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(graves) nor (hashimoto). 


e Subacute thyroiditis usually follows URTI (Viral). 
Initially: Hyperthyroidism (Hight T3 and T4, and low 
TSH, perspiration-sweating-, palpitations) followed by 
hypothyroidism. 


e Remember: in Graves (Hyper) and Hashimoto (Hypo) 
> +ve thyroid antibodies. 

e Rx: self-limited (NSAIDs can be used. Also, Beta- 
Blockers (e.g. Propranolol) to control arrhythmia and 
palpitations. 

e Note: the patient won’t benefit from Carbimazole as 
subacute thyroiditis is a transient condition. 

Key 42 | Thyroid storm (Thyroid crisis) 

e precipitated by infection (e.g. chest pneumonia): ill 
patient with low GCS, palpitations, tremors, 
tachycardia, feeling warm (thyrotoxicosis) 

e Coughing, High temperature (chest infection) 

e AF on ECG 2ry to thyrotoxicosis. 

What to give to manage palpitations? > Beta-Blockers 

(Propranolol Oral or IV). 

e N.B. Commence broad-spectrum IV Antibiotics as 
well. 

Key 43 | Eye signs of Grave's disease, what to do? > 
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(Thyroid Function Tests are superior to Autoantibodies 
as we need to establish the diagnosis of 
hyperthyroidism before looking for its aetiology). 


Graves disease 


1. Eye signs — exomphalos, 
ophthalmoplegia, lid lag 
and lid retraction 

2. Pretibial myxoedema 

3. Thyroid acropachy 


Key 44 | Hypoglycemic episode in a Diabetic patient who present 
with: Drowsiness, Confusion, Fatigue, Tremors, Blurred 
vision and Sweating. 

Immediately check (Random Blood Glucose). N.B. NOT 
Fasting blood glucose! NO TIME! 
(tingling, numbness, paraesthesia, involuntary spasms 


of upper extremities) followed Thyroidectomy > 
Hypoparathyroidism > 


e Hypocalcemia causes: Osteomalacia (Vit D Deficiency), 
Chronic Renal Failure, Hypoparathyroidism (esp. post-op 
“Post Thyroidectomy”), Hypomagnesemia, 
Hyperphosphatemia. 


Features of Hypocalcemia: 
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SPASMODIC **Neuronal Hyperexcitability** 
Spasms, Perioral Paraesthesia, Anxious, Seizures, 
Muscle tones increased in smooth muscles, 
Orientation impaired and confusion, Dermatitis, 
Impetigo Herpetiform (rare and serious), Chvostek’s 
sign, Cardiomyopathy (prolonged QT interval on 
ECG). 

- Trousseau's signs > after occlusion of brachial 
artery > wrist flexion 

- Chvostek's sign > Tapping over parotid > twitching 
of facial muscles. 

e Rx: give 10 ml of 10% Calcium Gluconate (initially) 


SIADH: Syndrome of Inappropriate Antidiuretic 
Hormone (can occur 2ry to small cell lung cancer) > 
Water retention > Dilutional Hyponatremia > The 


patient is overloaded (overhydrated) 
Rx > Fluid Restriction (The mainstay) 
lf fails > Tolvaptan or Demeclocycline. 
Key 47 | Subacute thyroiditis 
Palpitations, tremors and sweating (features of 
hyperthyroidism) after URTI 
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Thyroid is tender but not significantly enlarged. 
T3 and T4 high or upper normal 

TSH low or lower normal 

Radionuclide uptake is depressed. 


> Give Beta-blockers (propranolol) to control 


palpitations and tachycardia. 


N.B., we give Beta-blockers in thyroid storm and 
subacute thyroiditis (for racing heart). 
Review Keys 41 and 42 


In all patients with severe hyperkalemia (K+ more than 

6.5), the INITIAL step is to protect the heart by giving IV 

calcium gluconate or IV calcium chloride. 

e Do not get tricked by hemodialysis in the options. 
You need to protect the heart First! 
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Impaired glucose tolerance (PREDIABETES): 
e FBG 5.5-6.9 (below 7) AND: 
e 2-hour Postprandial: 7.8-11 


A baby with severe dehydration (dry mucous 
membranes, sunken eyes and fontanelles, reduced skin 
turgor) + HypOnatremia + HypOkalemia. 

This could be due to: Sepsis or DKA or others. 

What to do? > IV fluids (0.9% Sodium chloride and 
Potassium chloride) 

N.B. Do not give Sodium chloride alone (this won’t 
correct the low K+) 


N.B. Do not give Dextrose (as the patient might already 

have high glucose due to DKA) 

Key 51 | Hypothyroidism: Dry skin, lethargy, tiredness, weight 
gain, intolerance to cold, amenorrhea or 
oligomenorrhea...etc. 

e Remember that: in Autoimmune hypothyroidism 
(Hashimoto’s thyroiditis), the patient may have 
associated autoimmune disease such as Vitiligo, 
ADDISON’S disease, Pernicious Anemia, DM 

Key 52 | Stress hyperglycemia: 

Post-op or stress or disease > high cortisol > high 

glucose > glycosuria (glucose in urine) 

This subsides on its own in a few days. 


What to do next as follow up? FASTING blood glucose 


(although it is a normal phenomenon, we need to make 
sure of our diagnosis of the Stress hyperglycemia). 

Key 53 | Stress hyperglycemia can occur after trauma e.g. RTA. 
Do Fasting blood glucose when glycosuria subsides as a 
follow up investigation. 

Key 54 | A child who is obese, short, with abdominal striae with 
Hx of renal transplant. 


The cause of these manifestations > Cushing 
(High Cortisol levels) due to exogenous 
intake of steroids post renal transplant. 
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The child is short because steroids are Anti-Vit D. Also, 
high cortisol leads to high blood glucose which inhibits 
GH (growth hormone). 


The manifestations of thyrotoxicosis (tremors, anxiety, 
wt loss, tachycardia) are due to > 


An infant with: prolonged neonatal jaundice (or FHx of 
prolonged neonatal jaundice), Constipation, dry skin, 
FTT (Failure to Thrive), Protruded tongue, flat nose, 
widely set eves > Congenital Hvnothvroidism. 
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N.B. This is very rare because screening for 
hypothyroidism is available early after birth by 
measuring TSH from the initial dried blood spot 
throughout the UK. 

Prolactinoma management: 

First line: Dopamine agonist (e.g. Cabergoline, 
Bromocriptine). 

If no response and still hyperprolactinemia and did not 
shrink the tumour > Second line: Trans-sphenoidal 
surgery to remove the prolactinoma of the pituitary 
gland. 

e Remember that: local manifestations caused by 
prolactinoma compressing the surrounding structures 
may include: progressively worsening headaches, 
visual disturbance. 
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N.B. Cabergoline is more effective than 
Bromocriptine in normalizing prolactin in 
Microprolactinoma. 

Other manifestations of hyperprolactinemia: 
Galactorrhea, Amenorrhea or Oligomenorrhea, 
Headaches, Visual disturbances, Bitemporal 
Hemianopias. 


Dx: serum prolactin (Normally below 400), if >= 5000, 
then suspect Macroadenoma (prolactinoma). 

If > 2000, keep prolactinoma (even if Microadenoma) 
in mind. 

Others are low (FSH, LH, Oestradiol) 

Confirmatory test: MRI Brain. 


a diabetic patient with poor controlled hyperglycemia: 
- Loss of sensation (fine touch and pain) starts in toes 
bilaterally and ascends (gloves and stocking pattern). 
- Loss of Ankle jerk reflex bilaterally. 
Mechanism: Microvascular injury > Damage of nerves. 
Key 59 | DM type 2 medication if the patient is obese and eGFR 
< 30 and lifestyle modifications have been tried and 


FBG is still above 11.1: 

e Metformin? NO! metformin is contraindicated if GFR 
< 30 

e Sulphonylureas? NO! it causes weight gain and the 
patient is already Obese. Plus, in renal impairment, 
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sulphonylureas have a higher risk to cause 
hypoglycemia. 

Low sugar diet? No! Lifestyle modifications have 
already been tried without benefits. 


DDP-4 inhibitors (Gliptins)? YES! They Do not affect 
weigh and they are safe in patients with renal 
impairment. 

- N.B. Avoid DDP-4 inhibitors in HF and pancreatitis. 


Hypothyroidism commonest causes: 
e Inthe UK > Autoimmune (Hashimoto’s thyroiditis). 
e Outside the UK -worldwide- > 
DKA (Diabetic KetoAciosis) 

Q) first immediate management? 


* Dx: Fruity smell breath (pearl drops), Abdominal pain, 
Nausea and Vomiting. 

pH < 7.3 // Blood glucose > 12 or a known diabetic // 
Bicarb < 15 // Ketonemia >3 or Ketone bodies in urine 
dipstick ++ 


N.B. When blood glucose reaches below 12, shift IVF NS 
to 5% dextrose to avoid hypoglycemia (due to over- 
rapid correction of the hyperglycemia). 

N.B. Hypokalemia may need to be corrected with KCI 
(Potassium Chloride). 
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Hypokalemia + Hypertension > Think of Conn’s 
syndrome (hyperaldosteronism). Therefore, the first 


hormone level to order is > Aldosterone. 
Review Key 23 for more details on Conn’s disease (Adrenal 
Adenoma) 
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(Hyperprolactinemia) > Amenorrhea, Galactorrhea > 
Start drug therapy before surgery > Dopamine 
Agonists (e.g. Cabergoline, Bromocriptine). If no 
response > Transsphenoidal surgery to remove the 
pituitary adenoma. 
DM type 2 in an Obese (BMI > 30) patient without 
significant renal impairment (eGFR above 45) > Start 
with Biguanide (metformin = Glucophage). 

e N.B. (SPR) cause Wt gain 

Sulphonylureas (e.g. Glibenclamide, Gliclazide), 
Pioglitazones (Glitazones) and Repaglinide > Weight 
gain. 

As long as GFR is acceptable, the preferred option > 
Biguanide (metformin). 

Other cases: 

Obesity only > Biguanide (Metformin) 

Obesity + Significantly impaired kidneys > DDP-4 
inhibitors (Gliptins), if no response > Insulin. 
Impaired kidneys alone > 

DDP4-inhibitors (Gliptins e.g Linagliptin, Sitagliptin) or 
Repaglinide or 
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Hyperkalemia 
Remember that ACE inhibitors (e.g. ramipril) and 
Potassium sparing diuretics (e.g. Spironolactone) can 
cause hyperkalemia. 
Mild hyperkalemia (5.5-5.9) 
Moderate: (6-6.4) 
Severe (> 6.5) 


If mild hyperkalemia, no abnormalities on ECG, then 
the best initial step > Stop the medications causing 
hyperkalemia (e.g. ACEi, Spironolactone). 

If moderate, severe, and/or ECG changes: Tal! Tented 


T wave, we first need to protect the cardiac 
membrane from possible fatal arrhythmia > Calcium 
gluconate or calcium chloride IV. 

After that, insulin with dextrose OR even nebulized 
Salbutamol can be given to shift the potassium 
intracellularly. 


Excess catecholamines (adrenaline and noradrenaline) 
due to adrenal adenoma. 
e P > Palpitations 
e H > Headache, Hypertension 
Ph > Flushing (sweating) 
E > Episodic (Paroxysmal). 
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Alkaline phosphatase is high, Ca++ and Phosphate are 
low. 

- Sometimes, they may only give you that Alkaline 
phosphate is high but without mentioning the patient’s 
low calcium or phosphate. 

In this case, other hints towards low Vit D will be given. 
For examples, muscle aches, the patient does not go 
out frequently (lack of exposure to sunlight), poor diet 
(not enough Vit D intake). 


N.B. Proximal muscle weakness and pain are features of 
Vit D deficiency; thus osteomalacia. 


** IMPORTANT NOTE: 
Whenever you see an ISOLATED High Alkaline 
Phosphatase, think of 
1) Bone: Osteomalacia, Paget’s disease, 
Hyperparathyroidism, Bone metastases. 
2) Biliary tract: Cholestasis (Obstructive Jaundice). 
3) Pregnancy (Physiological). 


Key 68 | Peri-oral paraesthesia + facial muscles twitching > 
Hypocalcemia. 


This can occur in diabetic patients. How? 
DM ~> Diabetic Nephropathy > Chronic Renal Failure 


> Hypocalcemia. 
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The causes of Hypocalcemia: 

- Vit D deficiency (Osteomalacia) 

- Chronic Renal failure 

- Hypoparathyroidism (Post-thyroidectomy or 
parathyroidectomy) 

- Hypomagnesemia 

- Hyperphosphatemia. 

- Panic attacks > Hyperventilation > transient 
hypocalcemia. 


e Rx: give 10 ml of 10% Calcium Gluconate (initially) 


e N.B. The kidney is the main site for the conversion of 25- 
hydroxyvitamin D (25D) to circulating calcitriol. 


Review the Key 45 for more details on Hypocalcemia. 


e After giving Vasopressin > increase in urine 
osmolality (as it is initially low in DI) > This is 
Diagnostic of Central (Cranial) DI. 

e If no changes after Vasopressin (still urinating large 
volumes with low urine osmolality and high serum 


osmolality) > Nephrogenic DI. 

e After fluid restriction > If still urinating high volumes 
and urine osmolality is low > DI > Give Vasopressin 
and see the result as above. 

e After fluid restriction > If Urine Volume decreases 
(patient stops passing urine frequently after taking 
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vasopressin), and Urine osmolality increases > 
Normal (No Dl). 


N.B. In SIADH: Hyponatremia, Low Serum Osmolality, 
High Urine Osmolality. 
In DI: Hypernatremia, Low Urine Osmolality, High Serum 


Osmola lity. (The urine osmolality increases after giving vasopressin) 


You may remember this by knowing that Diabetes Insipidus is 
defined as “the passage of large volumes (>3 L/24 hr) 
of dilute urine (< 300 mOsm/kg)”. 


Dilute urine = Low Osmolality Urine. 


High prolactin (>2000) (Hypogonadism) + Amenorrhea + 

Infertility > Think of Prolactinoma. 

Remember: 

- In PCOS > LH: FSH = more than 2 i.e. LH level is 
double the FSH level or more than the double. 

- In Premature Ovarian Failure (before the age of 40) > 
FSH is high (>25 in two occasions with 4 weeks apart) 

SCC of the lung can cause > Hypercalcemia (due to the 

production of PTH like molecule). 

The INITIAL step to treat hypercalcemia is > IV 0.9% 

Normal Saline. 


- After Fluid Deprivation > Urine Osmolality 
Decreases, Serum Osmolality Increases. 
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- After giving Desmopressin > Urine Osmolality 
Increases, but Urine Volume Decreases > ((Central 
or Cranial Dl). 

- After giving Desmopressin > No change > 
((Nephrogenic Dl)). 

- Diabetes Insipidus is defined as “the passage of large 
volumes (>3 L/24 hr) of dilute urine (< 300 
mOsm/kg)". Dilute urine = Low Osmolality Urine. 


In Asymptomatic DM patient, 2 abnormal results are 
needed to diagnose DM. 

e.g. if Fasting blood glucose is >= 7, we need to repeat 
FBG or to order HbA1C to Diagnose DM. 


* Abnormal results include: 

In Addison’s disease (Postural Hypotension, 

Hyperpigmentation, Abdominal pain and Vomiting) > 
and 

Remember, the only hyper is hyperkalemia. 

Others are hypo: Hyponatremia, Hypoglycemia, 

Hypotension (low cortisol and low Aldosterone) = 

Adrenal insufficiency. 

Hyperthyroidism (Tachycardia, Palpitation, 

Unintentional weight loss, Intolerance to heat ...etc) 

may only present as a female with palpitations and wt 

loss. What to do? 

TFT (Thyroid Function Tests) 
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Key 76 | Pheochromocytoma: Palpitations, headache, 
hypertension (sometime postural hypotension), 
Flushing (Sweating), episodic + Tremors 
Postural hypotension > a reduction in the Systolic BP 
of >=20 mmHg within 3 minutes of standing. 

- If you see palpitations, sweating and then postural 
hypotension, pick pheochromocytoma as it 
sometimes occurs. 


2ry Amenorrhea, Acne, hyperpigmentation, Obesity 
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Hyperglycemia, Hypertension, Hypokalemia ...etc. 

e Remember that the last two mentioned features 
(Hypertension and Hypokalemia) are also present in 
Hyperaldosteronism “Conn’s’’. However, Conn’s has 
other features such as polyuria and polydipsia (due to 
aldosterone escape). Furthermore, Conn’s does not 
present with Amenorrhea or Obesity. 


Key 78 | Hyperprolactinemia in men: 
Galactorrhea + Decreased libido + Erectile dysfunction 


Key 79 |Remember that in Pheochromocytoma, before the 


surgical removal of the adrenal tumour, the patient 
needs to be given alpha-blockers (e.g. 
phenoxybenzamine) initially, followed by beta-blocker 
in order to stabilize the hypertension before the surgery 


to avoid intraoperative hypertensive crises. 
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Key 80 | Adrenal crisis = (Crisis of Adrenal Insufficiency) = (Crisis 
of Addison’s) = (Very low levels of Cortisol and 
Aldosterone) 

- It can occur in a patient with known Addison’s 
disease after infection, trauma surgery. 

- The commonest cause is sudden cessation of 
exogenous steroids (Chronic steroid therapy) = 
latrogenic. 

- Features: ill patient with Hyponatremia, 
Hypotension, Hypoglycemia and Hyperkalemia. He 
might be tachycardic and unconscious. 

- How to manage? 

1) Give IV steroids (e.g. 100 mg IV Hydrocortisone), 
initially. 

2) Give IV NS. 

3) Cardiac and electrolyte monitoring (as the patient 
is hyperkalemic). 

4) lf the precipitating cause of the adrenal crisis is 
infection (high body Temperature) > Give broad 
spectrum Antibiotics. 

5) Correct the hypoglycemia by giving IV 


nyarocortisone in 5% glucose IV intusion. 
In any thyroid nodule that is >= 1cm in size > 
(Fine Needle Aspiration Cytology). 


Note, if the question asks about the “ Initial’ step > 
Thyroid Ultrasound. 
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If the question asks about the most appropriate step > 
FNAC. 


So, it is U/S followed by FNAC. 

In DKA, the first step is > IV Normal Saline (0.9% NaCl) 
followed by IV continuous infusion of regular insulin at 
0.1 U/Kg/hour. 

Note, the insulin is given as Iv infusion NOT 
Subcutaneous. 


Why resuscitation with IV fluid? > Most patients with 
DKA have already lost around 5 Litres of body fluid! 
1ry Adrenal insufficiency (Addison’s disease) > 


A patient with postural hypotension, weakness, 
LETHARGY, nausea, vomiting, hyperpigmentation skin 
and MM. 

The commonest cause in the UK > Autoimmune. 
The commonest cause Worldwide ~> infection (TB). 
Hypotension, Hyponatremia, Hypoglycemia. The only 
hyper is K+ (Hyperkalemia) and Hyperpigmentation. + 
Metabolic Acidosis. 

In Addison’s disease (1ry): Hyperpigmentation due to 
high ACTH 

Low Aldosterone > Hyponatremia and Hyperkalemia 
Low Cortisol> postural hypotension and Hypoglycemia. 
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Multiple Myeloma with Hypercalcemia (MM can cause 
hypercalcemia) 

- Hypercalcemia picture: 

e Neuro > lethargy, Confusion, Depression. 

e GIT > Constipation. 

e Renal > polyuria (increased urination), Polydipsia 
(Thirst). 

CVS > ECG: Short QT interval. 


Causes of hypercalcemia: 
e iry hyperparathyroidism. 
e Multiple Myeloma, Sarcoidosis, SCC of lung, Breast 
and prostate cancer. 


Management of Hypercalcemia: 
e Initially > IV fluid (NS) 
Then, Bisphosphonates, (or Calcitonin) 
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e Co-amoxiclav (Amoxicillin + clavulanic acid) can cause 
hepatitis especially in people with deteriorated liver 
functions such as chronic alcoholics. 

Clavulanic acid is highly toxic to liver. If the patient 
already has risk factors for hepatic impairment such 
as Chronic alcoholism, hepatic excretion of clavulanic 
acid will be impaired, leading to cholestasis (Jaundice 
and Dark Urine) “high bilirubin’ and drug-induced 
hepatitis (massively high ALT, AST, ALP). 


N.B. drugs that can cause hepatic cholestasis: 
co-amoxiclav, flucloxacillin, steroids, 
Sulphonylureas...etc. 

N.B. In Alcoholic hepatitis, AST>ALT. 


Key 86 | Tiredness, lethargy, weight gain, intolerance to cold, 
bradycardia > classical manifestations of 
Hypothyroidism. 


mt initial step for the management of hypercalcemia 
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N.B. hypertension can occur due to hypercalcemia. This 
does not contraindicate IV fluid. 

Abdominal pain + Vomiting + HypOtension + 
Hyperpigmentation 

(especially on Buccal mucosa, palmar creases, lips) > 
Addison’s disease. 

A footballer suddenly collapsed when he was playing > 
Check capillary blood glucose using glucose oxidase 
strip) before doing CT or other Ix. 

The anti-hypertensive agent that causes Hyperkalemia 
> ACE inhibitors (e.g. Ramipril). 


4 Angioedema, Cough, : Electrolyte (K+), i: 


Increased (Hyperkalemia) 

e N.B. Spironolactone (potassium sparing diuretic) can 
also increase potassium (hyperkalemia). 

e N.B. Thiazides (e.g. Bendroflumethiazide) can cause 
Hypokalemia, Hyponatremia, Hyperglycemia and 
Hyperuricemia (Gout: high uric acid) and metabolic 
alkalosis. 

Persistent Hypertension that does not respond to 

treatment + HypOkalemia > Think of Conn’s disease 

(Hyperaldosteronism). 

Na+ is either normal or upper normal 


Rx: Start with aldosterone antagonist (e.g. 
Spironolactone), if not useful > Proceed to surgery 


(Adrenalectomy). 
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Key 92 | A patient (e.g. Post-op) has MILD hyponatremia + Mild 
Hyperkalemia > 
IV 0.9% Normal Saline (NaCl) IV infusion. 
IV NS would raise the sodium to normal. It would also 


correct the slight increase in the potassium. No need for 


insulin and glucose as the hyperkalemia is slightly raised 
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not correct the hyponatremia. 

Remember: 

s > High ADH > SIADH > 
’dilutional” and (Due to Fluid 
Retention), Hypokalemia. (Patient may present with 
frequent falls and confusion). 

It can also cause High ACTH > (Cushing). 

e SCC of bronchus (lung) > PTH like molecules > 
Hypercalcemia. 

Again, Again and Again: The initial step of the 

management of Hypercalcemia is > IV fluids (0.9% 

NaCl). 

Autonomic Neuropathy: 

e It affects both sympathetic and parasympathetic 
branches (Autonomic Nervous System). 

e Causes to know: Diabetes, Alcohol, Aging. 

e Manifestations: Sweating, Incontinence, Diarrhea or 
Constipation, impotence, postural hypotension. 

e Suspect it in DM patient with persistent Diarrhea. 

- N.B. Metformin (Biguanide) can cause Diarrhea as 
well! 
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Key 96 | Hypothyroidism Signs: 
Cold peripheries, hair loss, dry coarse skin, bradycardia 


Key 97 | Notes: 

e Post-op Hyperglycemia (due to stress > high cortisol 
> High glucose (It usually does not last for more than 
3 days). Thus, suspect DM if prolonged hyperglycemia 
even if after surgery or stress. 

e HbA1C reflects the blood glucose levels in the 
previous 3 months (as RBCs live for almost 3 months). 
So, in this case (Post-Op), glycosylated Hb would be 
helpful to differentiate between post-op 
hyperglycemia and DM. 

e If HbA1C is high (above 48), then it is DM and NOT 
stress hyperglycemia. 
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type 2 as long as GFR is above 45. 
Key 98 | Impaired glucose tolerance is defined as: 
e Fasting Blood Glucose 5.5-6.9 (below 7) AND 
e 2-hour oral glucose tolerance 
Key 99 can occur with 


(Remember this association)! 


- The knee is the commonest site for pseudogout but it 
can also affect wrist, ankle, shoulder. 
- Pseudogout pathognomonic feature: Aspiration of 
synovial fluid > 
Hyperprolactinemia can occur with Hypothyroidism 


(Remember this association)! 
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e Hyperprolactinemia: Galactorrhea, irregular 
menstruation, loss of libido. 

e Hypothyroidism: Fatigue, Depression, weight gain, 
constipation, Myxoedema (can present with change in 
shoe size for instance). 


e Remember that (Pseudogout) and (Hyperprolactinemia) 
can occur with Hypothyroidism. 
Hypoglycemia in an unconscious patient > 
(Without hydrocortisone) 
> Galactorrhea 


(Hyperprolactinemia) + Compression on optic chiasma 
> Bitemporal hemianopia. 


Key 103 | SCC of lung > Hypercalcemia 
What is next? 
Check Alkaline phosphatase. If high > suspect bone 
metastasis. 
So, in lung cancer, if high Ca++ and high ALP > Bone 
metastasis. 


Other points with high corrected Calcium (4. Ca++): 
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nign Corrected Caicium FIUsS 

e High Alkaline Phosphatase > Bony metastasis, or 
thyrotoxicosis, or Sarcoidosis. 

e High Albumin and High Urea > Dehydration. 

e High serum calcitonin > B-cell Lymphoma. 


Another way: 
e 7 Cat 7 Alkaline phosphatase > 
Bone Metastasis, Thyrotoxicosis or Sarcoidosis. 
e 7 Ca+ 7 Albumin + 7} Urea Dehydration. 
e Cat 7 serum Calcitonin > B-cell lymphoma. 


Remember that: 

e Normal Ca + Normal Phosphate + Normal ALP =} Osteoporosis. 
e Normal Ca + Normal Phosphate + High ALP = Paget’s disease. 
e Low Ca + Low Phosphate + High ALP » Osteomalacia. 


Remember that: 
There are 2 important Hypo associated with 
Alcoholism: (Glucose & K+) 
1) HypoGlycemia 
2) HypoKalemia 
Chronic Alcohol > Vomiting > Loss of K+ in the 
vomitus 
Chronic Alcohol > Vomiting > Loss of hydrochloric 
acid in the vomitus > Metabolic Alkalosis > 
Activation of RAAS > Loss of K+ in urine. 


(Do not overthink, it is just chronic alcoholism or 
Vomiting lead to HypOkalemia. Full stop!). 


Hyperprolactinemia features in females: 
Galactorrhea, Irregular menstruation or Amenorrhea, 
Loss of libido, Hirsutism, Vaginal dryness. 


Stroke, Breast cancer, coronary diseases. 
e T-Score: assessed by DEXA and reflects Bone Mineral 
Density (BMD): 
1)-1 or higher > Normal 
2) Between -1 and -2.5 > Osteopenia 
3) -2.5 or lower > Osteoporosis 


Key 107 
(N, V, Abd Pain, 
Dizziness and falls due to postural hypotension) 
N.B. Dexamethasone is a steroid used in cases of 
cerebral edema (e.g. due to glioblastoma). 


Key 108 | DKA > Give IV fluids with IV regular insulin continuous 
infusion (First line) 


Key 109 (a Typical Antipsychotic) > 
Blocks Dopamine 2 Receptors > 
Hyperprolactinemia > 
Erectile Dysfunction. 

Notes: 
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Key 106 | An elderly + Multiple fractures + T-score of -2.5 or 
lower > GRieaporosis. 
e First line management > Bisphosphonates 
(e.g. Alendronate “Alendronic acid” or risedronate). 
e HRT (Hormonal Replacement Therapy) should not be 
given as a first line management as it has serious side 
effects such as Venous Thromboembolism (VTE), 


e So, if a question asks about the Anti-psychotic that 
causes Dizziness and Erectile dysfunction (i.e. 


hyperprolactinemia) > Haloperidol 


e Most antipsychotics cause Dizziness. 
e Only Typical Antipsychotics cause 
hyperprolactinemia, especially Haloperidol. 
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- Mnemonic: haLOperiDol > Low libido (erectile 
dysfunction) 

e Fluoxetine and Citalopram are SSRI NOT 
Antipsychotics and they cause mild to moderate 
Depression. 


The Anti-thyroid medication that is effective in cases of 

Thyroid storm (Thyroid crisis) > 

(PTU). 

It is also preferred during pre-conception, first trimester 

and post-partum. 

e Thyroid storm: rare but life-threatening exacerbation 
of thyrotoxicosis presents with Tachycardia, 


palpitation, High body Temperature, Diarrhea, 
Vomiting reduced consciousness, Tremors. 

Other useful medicines in thyroid crisis: 
Beta-blockers (Propranolol) > To control 
Tachycardia and Tremors. 

High dose steroids > it inhibits the conversion of T4 
to Ts. 


lodine > it inhibits the release of thyroid hormones. 
Cooling. 


N.B. PTU is preferred over Carbimazole as PTU 


inhibits peripheral T4 to T3 conversion while 
Carbimazole reduces the production of T3 and T4 
(slower). 


Except in 2 cases where PTU (Propylthiouracil) is 
preferred: 
1)A woman planning to get pregnant or she is in her 
first trimester pregnancy. 
2) Thyroid crisis (Storm). 
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daily while PTU is used Twice or three times a day with 
a higher risk of liver injury. 


e N.B. Never use Radioactive iodine if there is Grave’s 
Ophthalmopathy or during pregnancy. 
Management of Hypoglycemia in an Unconscious patient: 
- Best > (especially if IV access is difficult) 
- examples: 
75 ml of 20% Glucose IV over 10-15 minutes. OR 


e 50 ml of 10% Glucose over 1-2 minutes. 


N.B. Oral glucose preparations should not be attempted in 
an unconscious patient. 
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N.B. Glucose-containing gel is absorbed by buccal mucosa 
and is useful in drowsy patients but NOT unconscious 
patients. 
Remember that: 
Gliclazide or Glibenclamide (Sulphonylureas) have high risk of 
Hypoglycemia. Therefore, in a patient on metformin and 
gliclazide who keeps getting dizzy and hypoglycemic attacks 
2 STOP GLICLAZIDE (Sulphonylureas). 
e N.B. The target HbA1C in DM 2 > 53 
Remember that: 
In Asymptomatic DM patient, 2 abnormal results are needed 
to diagnose DM. 
e.g. if Fasting blood glucose is = 7, we need to repeat FBG or 
to order HbA1C to Diagnose DM. 
* Abnormal results include: FBG 2 7, or HbA1c 2 48 
* Note: Tiredness alone cannot be relied upon as a symptom 
of DM as it can be due to many other conditions. 

Key 115 | |n a DM patient who is on Metformin and Long acting Insulin, 
if he suffers from repeated hypoglycemic attacks > Consider 
either reducing the dose of the long acting insulin or even 
stop it. 


e This might be seen in patients who do not eat well 
(palliative patients for instance who do not have appetite 
due to cancer). 


e Inthese patients, aggressive control of DM is unsuitable; 
thus, reduce the dosage of insulin or withhold it. 
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Newly Added (Updated) 


@ The normal HbA1C is 42. 
However, in diabetic patients, the target HbA1C is < 48 mmol/mol. 


@ In a patient with hypothyroidism on levothyroxine, if the TSH is still high 
and T3 and/or T4 is still low 
> Increase the dose of the Levothyroxine. 


¢ NOTE: Never give Ferrous sulphate + Levothyroxine at the same time! 
lron supplement interferes with Levothyroxine’s absorption and thus 
reduces its effectiveness. Therefore, they should be given at separate times 
with long intervals. 


Hypokalemia 


@ Some causes: 


Vv Vomiting. 
Vv 2 Cs > Cushing’s, Conn’s (Hyperaldosteronism). 
Vv Renal > Bartter’s syndrome (in neonates/children, AR). 


© Some Features: 


v FAINTING. Vv Tiredness. ¥V Weakness. Vv Leg Cramps. 


The ee serum potassium is 3. 5- 5 ue 


~» Oral feeeaiine scunnioment a 


@ Remember to order Magnesium and ABG to exclude Metabolic Alkalosis. 


«Example: 


An old patient complains of recurrent fainting episodes found to be 
hypokalemic (K+ is 2.7) 
> Give Potassium Supplements. 
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In DKA (Diabetic KetoAciosis) 


Q) First immediate ee ae 


Q) How Much IV fluid NS? (IMPORTANT) 


@ If Systolic Blood Pressure is < 90 > 1 Litre IV Normal Saline Over 10-15 
minutes. 


@ If Systolic Blood Pressure is > 90 > 1 Litre IV Normal Saline Over 1-hour. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved 


© Copyright 


Important: If you are using your phone to view this page, we strongly recommend activating the 
desktop mode (Desktop site) for higher resolution and images. 


Hx of smoking, Hoarseness, Dysphagia, Hemoptysis > think of 
Laryngeal Cancer. 


: DVT + Fullness 

D: Deafness (Usually Unilateral - SNHL) 

- V: Vertigo 

- T: Tinnitus 

- Fullness (feeing of fullness or pressure in the affected ear). 

- Others: more in females, +/- Nausea and Vomiting, lasts 
from minutes to hours. 

- Rx: Prochlorperazine (Buccal or IM) or: Promethazine, 
Cyclizine, Cinnarizine. 


N.B. MRI is normal (which excludes Acoustic Neuroma). 
N.B. Labyrinthitis is usually preceded by Viral URTI. (Sudden 
Vertigo and Vomiting) and associated with hearing 
loss/tinnitus. 


Key 3 | Nasopharyngeal Carcinoma 
e Swollen LNs > Painless swelling or lump in the upper 
neck. 
e Eustachian tube obstruction > Otitis media, Epistaxis, 
Nasal obstruction. 
e Others: Conductive hearing loss, Tinnitus. 
e RFx: EBV (specific), Smoking, Alcohol. 
N.B: EBV > Hodgkin’s lymphoma, Nasopharyngeal carcinoma. 
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| Key 4 haere Carcinoma 
e Persistent sore throat (over weeks). 


Progressive Hoarseness of voice. 

Dysphagia and painful swallowing. 

Feeling of a persistent lump in the throat. 

Palpable lump on the anterolateral portion of the neck. 
N.B. the absence of weight loss does not exclude the tonsil 
cancer! 

N.B. Quinsy (Peritonsillar abscess) presents with severe 
trismus (which is lockjaw, spasm of jaw muscles), 
Drippling of saliva, Otalgia (as CN IX glossopharyngeal 
nerve supplies both the ears and tonsils), Hot potato voice. 
N.B. Plummer Vinson Syndrome: 


Plummer Vinson syndrome 


* Paterson Kelly syndrome or 
Sideropenic Dysphagia 

* Post cricoid web in esophagus 

+ Iron deficiency anemia 

* Glossitis 


* Koilonychia 
* Treatment — Balloon Dilation ¢ 


IDA, Glossitis, Dysphagia (due to post-cricoid oesophageal 
web). 

It is a risk factor for oropharyngeal carcinoma 

It is common in postmenopausal women. 


Otitis Media 


Earache (otalgia). 
Usually follows viral URTI (tonsillitis). 
Fever, Vomiting, Irritability. 
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Tympanic membrane: might be Red, Yellow or Cloudy. It 
might also be bulging, or perforated with or without 
purulent discharge. 

Ruptured tympanic membrane alleviates the pain. 

Usually viral (requires analgesics and supportive treatment 
only). 

If signs of bacterial (e.g. High fever, cervical 
lymphadenopathy) > Oral Amoxicillin. 


Otitis Externa 


Hx of swimming, High humidity, travel with painful ear 
and pus or serous fluid inside the ear canal. 
Serous discharge. 


e Iragal tenderness. 
e Starts with itching > then pain in the ear. 
e Rx: a combination of Acetic Acid + Aminoglycoside + 
Topical Corticosteroids 
N.B. Avoid Aminoglycoside if there is tympanic membrane 
perforation as it is ototoxic. Ciprofloxacin drops could be 
used instead. 
* The treatment in the exam is usually (Topical Gentamicin) or 
(Topical Gentamicin + Hydrocortisone). 
* It these were not in the choices, pick (Acetic Acid 2% 
Trauma to the ear (e.g. during fight, Slap) > intense otalgia, 
bleeding per ear, ringing inside the ear (tinnitus), Temporary 
decreased hearing (Conductive). The first investigation is > 
Otoscopy (suspected perforated eardrum). 


Hx of travel, presents with earache and pus in the ear canal > 
Topical gentamicin (Otitis Externa). 
England’s guidelines recommend the following for OE: 

- Acetic acid 2% 1 spray TID for 7 days (First line). 
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- Neomycin sulphate + Corticosteroids 3 drops TID for 7 to 
14 days. (2 line). 
Management of Foreign Bodies inside the ear: 


Insects should be killed prior to removal, using 2% lidocaine. 


Remove batteries or magnets as soon as possible to prevent 
corrosion or burns. Do not crush a battery during removal. 
Adhesives (e.g., Super Glue®) may be removed manually 
within 1-2 days once desquamation has occurred. Referral to 
an ear, nose and throat specialist is required if an adhesive is 
in contact with the tympanic membrane. 


Methods for removal 


Forceps or hook: grasp the object with forceps, or place a 
hook behind the object and pull it out. 


Irrigation is often effective. Irrigation with water is contra- 
indicated for soft objects, organic matter or seeds (which may 
swell and increase the level of pain and difficulty to remove if 
exposed to water). 


Suction with a small catheter held in contact with the object 
may be effective. 


Referral to an ear, nose and throat specialist 
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before referring, in order to decrease the distress caused. 
Complications and morbidity often occur from repeated 
attempts at removal of the foreign body.“Referral is also 
indicated: 
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» If the patient requires sedation. 

» If there is any difficulty in removing the foreign body. 
» If the patient is uncooperative. 

» If the tympanic membrane has been perforated. 


» If an adhesive is in contact with the tympanic membrane. 


- Example: 
A child stuck a piece of toy into his ear, the child is 
uncooperative > refer to ENT specialist. (This child might 
need General Anaesthesia). 


Again, 
URTI can be followed by Acute Otitis Media (Sever pain in the 
ear). 
Mandibular lumps and any salivary gland mass need to be 
investigated by U/S Guided Fine Needle Aspiration (FNAC). 

- Example: free and mobile submandibular mass that grows 

rapidly with skin induration > FNAC. 

Key 11 | Chronic Sialadenitis: Inflammation of salivary glands 
Features: 
Swelling in the submandibular region which might become 
enormously enlarged. The swelling is more painful and 
prominent on chewing (This indicates obstruction due to 
salivary stones). Tenderness and redness. Sour taste in the 
mouth (No saliva), dry mouth (no saliva), decreased mobility of 
the jaw. 
If got infected > fever and rigors (may cause septicaemia). 
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| Key 12 | In a patient with epistaxis with normal labs (normal Hb, 


Platelets, PT, APTT) > Anatomical defect or Trauma. 
N.B. Trauma to the nose is the most common cause of 
epistaxis, it includes nose picking, excessive nose blowing, FB 
insertion. 
Rinne and Weber tests using tuning fork. 
The following schedule summarizes all possible cases. 
Note that BC= Bone conduction (when applying the fork over 
the mastoid) while AC= Air conduction (when placing the fork 
about 1 cm from the ear) 
> General Principles: 
- If BC>AC > Conductive hearing loss in this side (Negative 
or Abnormal Rennie’s) 
Weber’s Test (when placing the fork on the middle of the 
forehead): 
If the sound is localized to the Unaffected side > 
Unilateral SNHL (sensorineural hearing loss). 
If the sound is localised to the Affected side > confirms 


that side has unilateral CHL (Conductive hearing loss). 


Weber without Weber lateralisesleft Weber lateralises right 
lateralisation 
Rinne bothears AC>BC Normal Sensorineural loss in Sensorineural loss in 
the right ear the left ear 
Rinne left BC>AC Conductive hearing Combined loss: 
loss in the left ear conductive and 
sensorineuralloss in 
left ear 
Rinne right BC>AC Combined loss: Conductive hearing 
conductive and loss in the right ear 
sensorineural loss in 
right ear 
Rinne bothearsBC>AC Conductivelossinboth Combinedlossinright Combined loss in left 
ears andconductivelossin and conductive loss in 
left right 


In short, 
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- BC>AC > CHL “Conductive hearing loss” in the SAME side 

- AC>BC and Weber’s test lateralises to one side > SNHL in 
the OTHER side. 

- E.g. if Weber lateralises to the right > it is either right 
conductive (confirmed by Rinne’s) OR Left Sensorineural 
hearing loss. 


Otosclerosis 
- The commonest cause of progressive conductive hearing 
loss in Young adults (15-45 Y/O). 
- Family Hx: 50% is genetic. 
- Bilateral in 80%. 


Other symptoms: Tinnitus and Vertigo. 

More in females (2:1). 

Conductive hearing loss (Low tone loss). 

Pregnancy accelerates the progression of Otosclerosis. 
No curative treatment. 

Management: Stapedectomy Or Stapedotomy with 
Prosthesis insertion. 

If not fit for surgery > Bilateral hearing aids. 


Tympanosclerosis (Look for Chalky white patches over the 
eardrum) 


Key 14 | Differentiating white oral lesions 
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- Hx of immunosuppression, smoking (e.g. Taking oral or 
inhaled corticosteroids). 

- Thick white marks. 

- Can be rubbed out. 


Treatment: 


- Stop Smoking. 
- Good inhaler techniques, spacer device, rinse mouth with 
water after use. 


- Oral Fluconazole 50 mg OD for 7 days. 
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Hx of Smoking. 

Raised edges, bright white patches, sharply well defined. 
Cannot be rubbed out. 

Tx > Stop Smoking + biopsy (as they are premalignant). 


- Lace like appearance. 
- With purple, pruritic, polygonal, papular rash on flexor 
surfaces. 


AC > BC Bilaterally > Not Conductive hearing loss 

Weber’s lateralizes to Left > Right SNHL 

SNHL means a defect in cochlea, cochlear nerve or brain stem 
> Do MRI scan. 


AC > BC > Normal or SNHL 
BC > AC > Conductive hearing loss on the same side 
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air in Conductive HL. 

Key 16| . Vestibular neuritis: inflammation of vestibular nerve or 
vestibular neuropathy. 
3Vs: Vertigo, Vomiting, Viral URTI 

« Labyrinthitis: inflammation of vestibular nerve and 
labyrinth. 

- Both have attacks of vertigo, nausea and vomiting that are 
aggravated by moving the head and both are proceeded by 
URTI (runny nose, cough, fever). However, vestibular 
neuritis does not have hearing loss while labyrinthitis has 
SNHL. 

« Insummary: 

- Viral URTI followed by attacks of vertigo +/- Nystagmus > 

Vestibular neuritis. 

- Viral URTI followed by Vertigo + Hearing loss/Tinnitus > 

Labyrinthitis. 


N.B. Vestibular neuritis attack lasts hours or days whereas 
Benign paroxysmal Positional Vertigo (BPPV) lasts a few 
minutes. 

Injury to ear pinna with INTACT tympanic membrane > No 
further investigations (self-limiting). 

If hematoma > refer to ENT. 

If Painful > give analgesics. 


Otitis Media with Effusion (OME) or Glue Ear (Eustachian 

Tubes Dysfunction) 

- The commonest cause of conductive hearing loss in children 
(peaks at 2 Y/O). 

- +/- Hx of Recurrent OM. 
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Tympanic membrane is either Retracted or Bulging, it might 

be bluish grey, dull, yellow with an air-fluid level. 

- Presents usually with hearing loss “Conductive” (e.g. A child 
raises the TV volume up, A child is doing poorly in school, A 
child lacks concentration and is socially withdrawn). 

- Treatment: 

- If first visit or recently diagnosed with OME > Reassurance 
and review in 3 months (as it can resolve spontaneously). 

- If persists over 3 months and bilateral > Grommets 
insertion. 

- If surgery is contraindicated or rejected > ear aids. 

- Always encourage the parents to stop smoking as it is an 
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« Sometimes, the answer would be = Advice parents to quit 
smoking. 

Parental smoking is a risk factor for OME. So, encourage them 

to stop smoking and review the child in 3 months. 


Remember that: 
Otosclerosis is the commonest cause of progressive 
conductive hearing loss in Young adults (15-45 Y/O). 


Otoscopy findings in some ear conditions: 
Bluish grey, yellow TM with an air fluid level > Otitis 
media with effusion (glue ear). 
Flamingo pink TM (Schwartz sign) > Otosclerosis. 
Inflamed TM with Cartwheel appearance of vessels > 
Acute suppurative OM. 
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Cart wheel appearance Otoscopic examination in 
Otosclerosis: 


Schwartze's sign 
(flamingo red) 


Usual finding 
is a normal 
tympanic 


membrane | 
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Key 20 | Acquired Cholesteatoma 

« Collections of keratinizing squamous epithelium in the 
middle ear that is able to expand, erode and destruct the 
adjacent structures, causing TM perforation, Ossicles 
damage. It is neither a cholesterol nor a tumour. 

« Pearly white mass BEHIND the TM. (remember, white chalky 
mass ON the TM > Tympanosclerosis) 

« Chronic Foul-smelling purulent discharge (otorrhea). 

- Otoscopy may reveal canal filled with 
pus/mucus/granulation tissue. 

« Hx of recurrent Otitis Media. (cholesteatoma is poorly 
responsive to the antibiotics). 

- It causes Conductive hearing loss. 


In Congenital Cholesteatoma: 

- The same but the presenting patient is a child (6 months —5 
years). 

Usually there are neither Hx of recurrent OM nor TM 
perforation. 


N.B. Because of the ability of Cholesteatoma to erode and 
damage the adjacent structures, the presenting symptoms me 
include facial paralysis, vertigo, headache besides deafness and 
earache. 
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| | al _ Cholesteatoma 


Normal 


Retracted and perforated eardrum Cholesteatoma 


Acoustic Neuroma (Vestibular Schwannoma) 

Pressure effect on cranial nerves: 

- Vestibular nerve CN VIII| > DVT (Deafness, Vertigo, 
Tinnitus). 
Facial nerve CN VII > Facial Palsy/ Facial drooping. 
Abducens nerve CN VI > Diplopia to the same side. 
Trigeminal nerve CN V > Loss of corneal reflex and facial 
sensation. 
Dx > MRI of the cerebellopontine angle (or to internal 
auditory meatus) then MRI Brain. 


N.B. 

- DVT (Deafness, Vertigo, Tinnitus) + 
heaviness/pressure/fullness in ear > Meniere’s disease. 
- DVT (Deafness, Vertigo, Tinnitus) + CN Palsy > Acoustic 
Neuroma. 


Remember that: MRI in Meniere’s disease is NORMAL. 
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Key 22 


N.B. Bilateral Acoustic Neuromas are seen in 
Neurofibromatosis type 2. 


Malignant Otitis Externa 

(Not Malignancy or Cancer, but called so as it is aggressive and 

the infection can spread to the bones of the face and jaw and 

deeper into the ear). 

- It is usually caused by pseudomonal infection of the auditory 
canal which can cause gangrene/necrosis > black coloured 
skin. 

- When this necrosis extends deeper to the facial nerve > 
Facial palsy (in 50% of the patients). 

- Severe pain in the ear, Purulent foul discharge, conductive 


Key 24 


nearing iOss. 
- Need urgent ENT referral as it can be fatal! (50% death if left 
untreated). 
- V.imp.: RFs > Immunocompromised patients, DM. 


Sensorineural Hearing loss + Dizziness +/- others such as 
Tinnitus =} Suspect Acoustic Neuroma? = MRI of the internal 
auditory canal (benign mass in the cerebellopontine angle). 
Earache that resolves when a pus discharge per ear occurs => 
Acute Otitis Media with tympanic membrane perforation 
which releases the pressure and thus alleviates the pain > 
Give 5-day course of Oral Amoxicillin. 
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Key 26 


- Ifachild who is allergic to penicillin > erythromycin or 
clarithromycin. 

- The commonest bacteria in OM > H. Influenza, Strept. 
Pneumoniae, Strept. Pyogenes. 

- N.B. Most cases are viral and self-limiting. 

- The commonest viral OM > RSV (Respiratory Syncytial Virus) 
and Rhinovirus. 


Summary: 

- Perforated OM > Oral Amoxicillin 

- If Allergic to Penicillin > Erythromycin or Clarithromycin. 

+» OE Topical Aminoglycoside (Gentamicin) + Topical Acetic 
Acid + Topical Corticosteroids. 

- If perforated TM > Avoid Gentamicin as it is ototoxic. 
(Ciprofloxacin drops could be used instead). 

Candida Albicans can cause Oesophageal Candidiasis which 


presents with Dysphagia and Odynophagia (pain and burning 
sensation on swallowing food or fluid). 
Painless, mobile lump in the anterior midline neck that moves 


up with tongue protrusion = Thyroglossal Cyst. 


Notes: 

* it is the commonest neck congenital anomaly. 

* it can become painful if infected. 

* a thyroglossal cyst moves up with tongue protrusion because 


it is attacned to the thyroglossal tract wnicn attaches to the 
larynx by the peritracheal fascia. 

- Alump that moves up with swallowing > Goitre? 

- Fluctuant lump and transilluminate in the neck > Cystic 
hygroma? 
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Benign Paroxysmal Positional Vertigo 
Sudden onset of vertigo that is aggravated by a change in 
head position and lasts a few seconds to a few minutes +/- 
Nausea. 
Occurs usually during turning over in bed or lying down. 
Dx > Hallpike’s Manoeuvre. 
Rx > Epley’s Manoeuvre = repositioning technique. “Apply 
Epley for Treatment” 
N.B. mostly resolves spontaneously. 
Bone conduction is normal, Air conduction is reduced 
symmetrically bilaterally (this means BC>AC > Bilateral 
Conductive hearing loss) Weber’s test does not lateralize (as 
the conductive deafness is symmetrical and bilateral). 
+ Child 
+ does not hear the teacher well in class 


= Think of OME (Otitis media with effusion) = (Glue ear). 
Removal of Ear Foreign Body: 
- Insect: 


- 1%: Kill it with Lidocaine 2% or Olive oil or Mineral oil or 
Alcohol drops. 
2°4: Syringe it out by water irrigation or olive oil. 
Seed (e.g. beans) > Suction with a catheter. NEVER 
Irrigate it as it would swell causing more discomfort and 
difficulty to remove. 
Super Glue 
It could be removed manually in 1-2 days (after 
desquamation). 
Or: refer to ENT if ear drum is involved. 
- Earwax build up > a few drops of olive oil to soften the 
hard wax. 


Copyrights @ PlabiKeys.com 


- Batteries > Refer to ENT as they should be taken out 


within 24 hours. 

- Any spherical object > Hook. 

- If any object from these in an intellectually disabled 
person (e.g. Autistic child) > Remove under General 
Anaesthesia. 


- Referral to ENT in the following situations: 


- Ifthe patient requires sedation. 

- If there is any difficulty in removing the FB. 

- Ifthe patient is uncooperative. 

- Ifthe TM is perforated. 

- If an adhesive (e.g. Super glue) is in contact with TM. 


E.g. Scenario: an autistic child with beans stuck into his ear > 
Remove under GA. 


- Acute Sialadenitis > often due to Dehydration (e.g. post- 
op) (dehydration leads to overgrowth of oral flora and 
presents with erythema, pain, tenderness) 

Chronic Sialadenitis > often 2ry to Sialolithiasis (Salivary 
stones) which leads to decreased salivary outflow. 


Scenario: a patient presents with pain and swelling in the 
submandibular area that have been present for weeks. The 
area is tender on palpation. The pain is unilateral and MORE 
PROMINENT on chewing (During eating) = Chronic 
Sialadenitis. 
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Key 32 


Hearing Tests in Children 


* Below6 Months:  - Otoacoustic Emissions (OAE), or: 
- Audiological Brainstem Responses (ABR) 


* 6 Months — 18 Months = Distraction Testing 


* 2-4Years: - Speech Discrimination, or: 
- Conditioned Response Audiometry (CRA) 


* 5 years =} Pure Tone Audiogram (PTA) 


Hearing Tests in Children 
Ear Furuncle (Boil) 
- Infected hear follicle. 


ee! aa a ee ee ee en, ee a ae ae es a. en 
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canal. 

+ The commonest causing organism > Staph Aureus. 

- RFs > DM, Immunocompromised patients. 

- Rx > Mostly resolves spontaneously, some may need 
Flucloxacillin, a very few grow larger and thus require 
incision and drainage. 


Key 33 


AC > BC bilaterally (Normal) 
Weber’s test lateralizes to the left 
= Right Sensorineural Hearing Loss. 
The answer would always be > Arrange or refer for hearing 
assessment in any of the following conditions: 
Any parental Concern about hearing loss at any time 
(Despite previously normal hearing tests). 
Professional (Doctor’s) Concern. 
Temporal bone fracture. 
Bacterial Meningitis. 
Sever Unconjugated Hyperbilirubinemia. 
- Delayed speech and language milestones. 
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Key 37 


Itching in the ear, followed by pain in the ear and serous 

discharge in the auditory canal > Otitis Externa. 

- Additional supportive clinchers: 

« The Severe tenderness makes it difficult to examine the ear 
(Tenderness when moving the tragus). 

« Hx of Swimming, Traveling or High Humidity. 

- How to treat? 

A combination of topical: Acetic acid + Gentamicin + 

Corticosteroids. 

Super Glue is stuck into a child’s ear and it is in contact with the 

ear drum (tympanic membrane) > Refer to ENT specialist. 


- Super glue may be removed manually within 1-2 days once 
desquamation has occurred. 

- Referral to ENT is required if the adhesive is in contact with 
the tympanic membrane. 


Review Key 29 for more details on FB inside the ear. 

A seed has been stuck into a child’s ear > Suction with a small 
catheter. 

Never irrigate seeds, soft objects or organic matters. 


If the child is uncooperative, mentally retarded or autistic > 
rofar tn ENT ta ramnya tha ER inndarnea 
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Review Key 29 for more details on FB inside the ear. 
Attacks of Vertigo, Dizziness that occurs when moving the head 
specially while in bed, and last for a few seconds or minutes+ a 
feeling that the room is spinning 

> Benign Paroxysmal Positional Vertigo 
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Diagnosis? = Dix-Hallpike’s manoeuvre. (it provokes 
Nystagmus). 
Treatment? = Apply Epley’s manoeuvre for treatment. 


A child fell on his nose and presented later on with nasal pain 
and tenderness, general malaise and fever > Nasal Septal 
Abscess (due nasal hematoma that has been infected) This is 
why nasal septal hematoma needs to be incised and drained in 
order to prevent bacterial infection and abscess formation on 
top of this hematoma. 

So, the answer is NOT HEMATOMA as hematoma does not 
cause general malaise and fever! 

A child who is inattentive at school and sits close to the TV and 
with bilateral conductive progressive hearing loss over a 12- 
month period presented to his GP and after 3 months he did 


not show improvement. 


Q) What is next? 
=> Grommet insertion 
(Otitis Media with effusion = Glue ear) 
If this was his first visit > Reassure and review in 3 months. 


Review Key 18 for more details. 
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the early morning WITHOUT Nausea or vomiting = Sinus 
headache (due to chronic sinusitis). 


N.B. Both Sinus headache and Migraine worsen when bending 
the head forward; however, migraine is more intense and 
tends to be associated with other symptoms such as Nausea, 
Vomiting and Photosensitivity. 


Key 42 


Weak and altered voice in some occupations where there is 
voice overuse (e.g. teachers, actors, singers, commentators 
..etc) > Think of FRREHOManDySpROnIa. 
« Functional Dysphonia: Voice disturbance in the absence of 
any structural abnormality of the larynx of the cords. 
« Do not be tricked by a Hx of a previous respiratory infection. 
- If this weakness of voice occurs DURING the respiratory 
infection, the cause might be Laryngitis. 
Presbycusis 
Inability to hear HIGH-frequency sounds. (Raising the voice 
would not improve the hearing). 
Affects the elderly patients. 
Bilateral SNHL. 
It is difficult to understand the speech and follow 
conversations. 
The patients usually do not recognize they have hearing loss 
“Don’t shout | am not Deaf!”, thus, usually presented to a 
clinic by their family. 
Poor hearing especially in noisy environment. 
Rx > bilateral digital hearing aids that increase the high- 
frequency sounds. 


Remember: 
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Key 44 


In Otosclerosis: 

« Conductive hearing loss. 

- (in ability to hear Low frequency sounds). Therefore, raising 
the speaker’s voice would allow the patient to hear better. 

- Also, it affects people at a younger age (15-45). 

« Another important point is that patients with otosclerosis 
usually hear better while in a noisy environment. 


Epistaxis (Bleeding per nose) 


1%, do first aid measures: 


- Lean forward, open mouth. 
- Pinch the cartilaginous (soft) part of the nose firmly and 
hold for 10-15 minutes while the patient is breathing per 


mouth. 


Bleeding persists? > Do Nasal Cautery (using Silver Nitrate). 
Bleeding persists> > Do Nasal Packing. 


If the patient is haemodynamically compromised (Unstable) > 


Painful sore throat for more than 2 days. 

Earache (as the pain may refer to the ears). 

Tonsils are reddened, swollen, congested and with or 
without pus or exudates. 

Mostly viral but can be bacterial. 
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« Centor criteria (3 of the following 4 raise the suspicion of 
Bacterial — Streptococcal tonsillitis > we give Antibiotics 
(Phenoxymethylpenicillin = Penicillin V)) 

1) Fever > 38 

2) Tender and Enlarged Anterior cervical LNs 

3) Tonsillar exudates/pus 

4) No associated cough 


N.B. In bacterial OM > Amoxicillin. 
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Page 3 


Oral steroids can weaken the immunity and cause 
candidiasis (Fungal infection). 

One of the possible candidiasis sites is > Laryngeal 
Candidiasis where the patient presents with Hoarseness of 
Voice. 

A Scenario of an Asthmatic patient on long term oral steroid 
therapy for his asthma presents with hoarseness of voice > 
Think of Laryngeal candidiasis 2ry to steroid intake. 


The most common is > Benign Pleomorphic Adenoma (or: 
Benign Mixed Tumour). 

Asymptomatic, Solitary, Painless, Firm, MOBILE mass at the 
angle of the mandible that grows slowly. 

Rx > Superficial Parotidectomy o Enucleation. 

There is a risk of malignant transformation. 


Differentials: 

- Parotitis > Painful, Tender. 

- Mandible or Tonsillar cancer > NOT Mobile. 

- Sjogren’s Syndrome > There should be associated dry eyes 
and/or mouth. 

« Bone Conduction is better than Air Conduction in the Left 
ear, Weber’s test lateralises to the Left ear > 
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Review the Key 13 


Epistaxis in a haemodynamically stable patient > 


If Haemodynamically unstable > Send to A&E. 
- Dizziness/Vertigo on Moving head = BPPV. 
- Add: Hx of Viral URTI = Vestibular Neuritis. 
- Add: Hearing loss/Tinnitus = Labyrinthitis. 


Another Summary: 

- Vertigo + Hx of Common cold > Vestibular neuritis. 
Vertigo + Hx of Common cold + Hearing loss/Tinnitus > 
Labyrinthitis. 

Vertigo on moving head that lasts for seconds WITHOUT Hx 
of Common cold > Benign Paroxysmal Positional Vertigo. 
DVT + Fullness (Deafness, Vertigo, Tinnitus) + Pressure or 
Fullness in one ear > Meniere’s disease (MRI is normal). 
DVT + Cranial Nerve Palsy (e.g. Facial palsy, Loss of Corneal 
reflex, Loss of facial sensation) > Acoustic Neuroma (Do 
MRI of the cerebellopontine angle). 


- Initially: Kill it by 2% Lidocaine. 
- Then: Remove it by pouring olive oil into the ear. 


Key 52 


Unilateral SNHL + Facial Drooping + Dizziness and Headache > 
Think of Acoustic Neuroma and Do MRI of the 
Cerebellopontine angle. 


Remember: 


Acoustic Neuroma (Or: Vestibular Schwannoma) > 


- DVT (Deafness, Vertigo, Tinnitus) + 
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Key 54 


- Cranial Nerve Palsy (e.g. Facial Drooping) + 
- Intracranial Pressure manifestations (e.g. Headache). It is a 
space-occupying lesion. 
Pain in an ear, cheek, mandible that increases on chewing + 
Bruxism (grinding of the teeth) 
> Think of: Temporomandibular joint disorder. 


Q) How to Deal with Earwax Build-up? 


- Firstly > Earwax softening drops (e.g. Olive oil, Almond oil, 
Normal Saline, Sodium Bicarb...etc.) for 3-5 days to soften 
the wax. 


[——— a Ln) a ee ee, | ees 


HW PCsists > Caf Iiigation. 
is the second most common 

form of sensorineural hearing deficit, after presbycusis (age- 

related hearing loss). 

It occurs due to exposure to a loud sound. 

It can occur due to occupational noise (e.g. working in a 

shipyard, army, factories...etc.) > Occupational hearing loss. 

The form of this type is > 

G88 (Bilat. SNHL). 

The patient cannot hear well in a large room when a 

number of people are taking simultaneously. He also 

cannot understand the speech well while on the phone. He 

feels that the sound is muffled. 


Mixed hearing loss can be seen in Paget’s disease and 
Osteogenesis imperfecta. 


An insect (e.g. a fly) is stuck inside an ear. 


- Initial step? > Kill it with OR alcohol. 
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) to make the insect 


float and thus facilitate its removal. 


Pay attention to the question: 

- Ifit asks about (the initial step), the answer would be > 
(lidocaine / alcohol). 

- If it asks about the method to get the insect removed, the 
answer would be > instilling mineral or olive oil into the 
ear. 


Key 57 


Key 58 


Red and inflamed bulge (or) swelling beside the tonsil (above 

and lateral to a tonsil) + Hx of Dysphagia and Sore throat 

=> Think of (= ). 

- kx> 

« The antibiotic is > IV Benzylpenicillin. 

« Itisacomplication of acute tonsillitis. 

- Other features > Trismus, Drooling of Saliva, Fever, 
deviation of the uvula, Hot potato voice (due to pharyngeal 
oedema). 

Elderly + Smoker + Dysphagia + unilateral ear pain + unilateral 

red lesion with central ulcer that bleeds on touch 

> 


- Oropharyngeal cancer includes: the base of the tongue, the 


tonsils, the soft palate, the walls of the pharynx. 
Key 59 | A child, raises the TV volume to a high level, does not hear her 
parents well, bilaterally reduced air conduction > 


N.B. Bilaterally BA>AC » Bilateral Conductive hearing loss 
(that is seen in OME). 
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Review the Key 18 


In_a case of Tonsillitis: 

Q1) When to Give Antibiotics? 

Q2) When is the Tonsillectomy indicated? 

Q3) If neither Antibiotics nor Tonsillectomy is indicated, how to 
manage? 


A1) According to Centor criteria (3 of the following 4 raise the 
suspicion of Bacterial — Streptococcal tonsillitis > we give 
Antibiotics (Phenoxymethylpenicillin = Penicillin V)) 

- Fever > 38 

« Tender Anterior cervical lymphadenopathy 

- Tonsillar exudates/pus 

- No associated cough 

If 3 out of 4 are present, we give Antibiotics. 


A2) Tonsillectomy is indicated in any of the following: 
« >7 episodes of tonsillitis per year for 1 year. 

- >5 episodes per year for 2 years. 

« >3 episodes per year for 3 years. 


A3) If not bacterial tonsillitis, and tonsillectomy is not 
indicated, we manage using antipyretic analgesic such as 
Paracetamol or Ibuprofen. 

Example: a child with fever, sore throat, cough, no cervical LNs, 
tonsils are red but without exudates or pus > Paracetamol. 
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Key 61 | Hearing Tests in Children 


* Below6 Months:  - Otoacoustic Emissions (OAE), or: 
- Audiological Brainstem Responses (ABR) 


* 6 Months — 18 Months = Distraction Testing 


* 2-4Years: - Speech Discrimination, or: 
- Conditioned Response Audiometry (CRA) 


* 5 years > Pure Tone Audiogram (PTA) 


BPPV (Benign Paroxysmal Positional Vertigo) 
Attacks of Dizziness, Vomiting, Anxiety that last for a few 
seconds. 
“The room is Spinning” 
They occur when changing posture (Head movement). 
No Hx of viral URTI. 


Review the Key 50 
A Red, Bulging Tympanic membrane + Otalgia > 


N.B. The absence of light reflex on the TM > means that the 
TM is Bulging (Any distortion of the TM would prevent light 


reflex). 
DVT (Deafness, Vertigo, Tinnitus) + Fullness/Pressure in one 
ear » Meniere’s disease 


If the above are present + Cranial Nerve Problem + Acoustic 
Neuroma. 


Examples of CN palsies that can occur with Acoustic 
Neuroma: 
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- Facial nerve CN VII > Facial Palsy/ Facial drooping. 

- Abducens nerve CN VI > Diplopia to the same side. 

- Trigeminal nerve CN V > Loss of corneal reflex and facial 
sensation. 


: elderly, Sensorineural, difficulty hearing in a 
noisy environment. (High frequency hearing loss) 


: Young Adult, Conductive, Difficulty hearing in 
a quiet environment (e.g. on the phone) (Low frequency 
hearing loss), Family Hx. 


Remember that: 

« OME (glue ear) > Conductive HL, but occurs in children. 
Otosclerosis > Conductive HL, Occurs in young adults. 
Presbycusis > SNHL, Occurs in the elderly. 

Acoustic Neuroma > SNHL + Other manifestations (e.g. 
Vertigo, facial palsy, diplopia, loss of corneal reflex). 
Meniere’s disease > SNHL + Other manifestations (e.g. 
Vertigo, feeling of fullness or pressure in the involved ear). 


Scenario: a 40 Y/O man, with bilateral conductive hearing loss, 
finds it difficult to hear while on the phone, His father has the 
same issue. 

> 


Always suspect Laryngeal cancer in a patient with Hx of 
smoking and presents Hoarseness of voice. 


- Risk factors of Laryngeal cancer: 
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Key 67 


(The main avoidable RF and the number one cause 
of laryngeal cancer in the UK). 
Asbestos, formaldehyde. 
Poor fruit and vegetable diet. 
Human Papilloma Virus (HPV 16) > Oral, Pharyngeal, 
Laryngeal cancer. 
Meniere’s disease could present without the feeling of fullness 
or pressure on the affected ear. It can simply present with 
several yearly attacks of vertigo that last from minutes to 
hours. 
Pick Meniere’s as long as there is no cranial nerve involvement 
(e.g. facial drooping, diplopia, loss of corneal reflex etc.) and 
there is no Hx of viral URTI. 
- If CN involvement > Acoustic neuroma. 
- If Hx of Common cold (URTI) > Vestibular neuritis 
- If Hx of Common cold (URTI) + Hearing loss or Tinnitus > 
Labyrinthitis. 


e 


The treatment of Meniere’s disease is some drugs to 
alleviate the vertigo such as buccal or IM 
Cyclizine (Zine family). 

- The MRI in Meniere’s disease is NORMAL. 


Kov AR 


Arista Metitic AAandAia 


ES ee ee SP ee See ee 
e Earache (otalgia). 

e Usually follows viral URTI (tonsillitis). 
e Fever, Vomiting, Irritability. 

e Tympanic membrane: might be Red, Yellow or Cloudy. It 
might also be bulging, or perforated with or without 
purulent discharge. 

Ruptured tympanic membrane alleviates the pain. 
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e Usually viral (requires analgesics and supportive treatment 
only). 

e lf signs of bacterial (e.g. High fever, cervical 
lymphadenopathy) > Oral Amoxicillin. 


Again, a child who raises the TV volume to a high level > 
Think of Otitis media with effusion. 


The TM might be either retracted or Bulging. 


Rx: Review in 3 months > not resolved? > Insert Grommets. 
Hx of URTI (Common cold) + unilateral pain at the upper jaw, 
cheek and infraorbital region. 

> 


e Viral URTI is a precipitating factor to sinusitis. 
Asthma + Nasal Obstruction + Rhinorrhoea + Anosmia 
(inability to smell) > 


Samter’s Triad: Asthma, Aspirin Sensitivity, Nasal Polyps 


PLAB i [ 
KEYS 


Remember the association of nasal polyps with Asthma! 
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Pressure/pain/Tenderness/Swelling in the cheek, upper 
teeth. 

Blood seen in the nasal discharge. 

Nasal Obstruction. 

Hx of chronic sinusitis. 

If the orbit is involved > Epiphora (excessive watering of 
the eye), Diplopia. 


Snoring loudly while sleeping and having headaches in the 
morning. 

Somnolence (Dozing off) during the daytime. 

Associated with: Obesity, Hypertension, DM. 


- Initial > Pulse oximetry, overnight study of breathing 
pattern. 
Gold standard > Polysomnography. 


- Conservative: e.g. weight reduction, reduce alcohol intake. 

- CPAP “Continuous Positive Airway Pressure”. 

- Rarely Surgery (e.g. Tonsillectomy, Adenoidectomy) to 
alleviate pharyngeal obstruction. 

Tonsillectomy Complications 

- iry Bleeding (within the first 24 hours) > Return to the 
theatre may be required. Usually due to inadequate 
haemostasis, displacement of a tie, loss of eschar. 

- 2ry or Reactive Bleeding (occurs more than 24 hours post- 
op = 1-10 days post op, and usually after discharge) 
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Usually due to wound infection that leads to vessel erosion; 
thus, Admit the patient and give IV Antibiotics. 
(Antibiotics and Antiseptic mouthwashes are also indicated) 


Key 75 | If a patient bleeds (hematemesis) within the first 24 hours 
post-tonsillectomy > as the patient may 
require a return to the theatre. 

Key 76 | Mild Squamous Dysplasia of the Larynx 


- Hoarseness, White patch over the Vocal cord. 


- What to do Next? 


- Advice the patient to STOP SMOKING + Observe and F/U 
(Risk of Malignancy). 


- In otitis media with effusion (Glue ear). Sometimes, the 
answer would be = Advice parents to quit smoking. 
Parental smoking is a risk factor for OME. So, encourage them 
to stop smoking and review the child in 3 months 
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Incidence Number of NEW cases within population at risk 
Prevalence Number of NEW + OLD cases within population at risk 
Absolute Risk (AR) Number of events + Population within that group 
Relative Risk (RR) | Exposed + Non-exposed OR (ART + ARC) 

(AR Treatment group + AR Control group) 


Absolute Risk AR Control (Placebo) group - AR Test (Treatment) group 
Reduction (ARR) (ARC — ART) 

Relative Risk 1 —RR (Relative Risk) OR: 

Reduction (RRR) (ARC — ART) / ARC 

Sensitivity True Positive + (True Positive + False Negative) = A + (A+C) 
Specificity True Negative + (True Negative + False Positive) = D + (D+B) 


The Number Needed to Treat (NNT) 


e Tha NNAIT ic the avaracea niimboar nf natiantc who naoad tn ha 
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treated to prevent one additional bad outcome (e.g. the 
number of patients that need to be treated for one of them to 
benefit compared with a control in a clinical trial). 

e It is defined as the inverse of the absolute risk reduction (ARR) 
i.e. NNT = 1/ARR 
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Example (1): 


30 patients needed to use drug (X) to prevent lung cancer 
compared to a placebo drug. This study is continued for 15 years. 
What is the NNT for the drug (X) over a 15-year period? 


Answer > 30 
N.B. The lower the NNT the better the drug. 


If you do not understand the following equations, leave them for now as they will be 
explained with examples later in this chapter. 


®@ AR (absolute risk) = the number of events (good or bad) in 
treated or control groups, divided by the number of people in that 
group. 

@ ARC = the AR of events in the Control group 

® ART = the AR of events in the Treatment group 

@ ARR (absolute risk reduction) = ARC — ART 

©@ RR (relative risk) = ART / ARC 


© RRR (relative risk reduction) = (ARC — ART) / ARC 
RRR =1-—RR 


@ NNT (number needed to treat) = 1 / ARR 
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e Example (7): 


oo 


The control group has death in 20% of the patients, and the 
treatment group has deaths in 10% of the patients. 


- What is the Absolute risk reduction (ARR)? 
- How many patients would you have to treat to prevent one 
death (What is the Needed Number to Treat NNT)? 


Answer: 
- ARR =ARC-—ART = 20-—-10=10% 
- NNT=1+ARR=1+ (10%) =10 
10% =10+100=0.1 
1+0.1=10 


Standard Deviation (SD) 


e Definition: The measure of Dispersion (Spread) of a set of Values 
(Observations). (Important!) 


e Remember these numbers: 
1SD is 68.2 
2SD is 95.4 
3SD is 99.7 
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e Measures of Central Tendency > Mean, Median, Mode 
e Measures of Dispersion > Standard Deviation, Standard error of mean. 


Sensitivity and Specificity Calculations 


e Sensitivity = True Positive + (True Positive + False Negative) 


a efe 6. — fem» a= 8 = 


e@ specificity = rue Negative = (i rue Negative + FalSe FOSITIVe) 


Disorder No Disorder 


Positive Test True Positive (TP)| False Positive 
Result (FP) 


Negative Test False Negative True Negative 


Result (FN) (TN) 


Sensitivity = TP/(TP+FN) 
Specificity = TN/(TN+FP) 
PPV = TP/(TP+FP) 

NPV = TN/(FN+TN) 
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False 


Positives 
Symptom/Characteristic/Case Definition 


False 


Negatives | Negatives 


Sensitivity = A/(A+C) Positive Predictive Value = A/(A+B) 
Specificity = D/(D+B) Negative Predictive Value = D/(C+D) 


Accuracy = (A+D) + (A+B+C+D) 
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Example 


200 patient are enrolled in a study to evaluate the accuracy of a new ELISA-based test for influenza. 

100 of the patients were diagnosed with influenza by the reference standard culture of respiratory secretions. 
80 of the patients with influenza had a positive ELISA-based test as did 5 of the patients without influenza. 
What is the sensitivity of the ELISA-based test? 


Influenza No influenza 


Pos Gg 
ELISA Lb 
Test ! 
{oo \GO 


* Sensitivity = a + (a+c) = 80 + 100 = 80% 


* Specificity = d + (d+b) = 95 + 100 = 95% 
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Key 4 
Absolute Risk (AR) 


The percentage of people among a certain group who got an event 
(e.g. death, disease). 


AR = The number of events + The total number of populations within that 
group. 


Example 


We have 200 patients, 10 of them died while on drug A, 20 of them 
died while on drug B. What is the Absolute Risk (AR) for the patients 
on drug B? and what is the Absolute Risk for the patients on drug A? 


Answer: 
The AR for drug B The AR for drug A 
20 of 200 on drug B died 10 of 200 on drug A died 
> AR=20+200 => AR=10+200 
> =01 > =0.05 
> To convert to % 0.1 X 100 
> =10% > To convert it to % = 0.05 X 100 
> =5% 
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Case-Control VS Cohort Studies 


| Studies? 
Se  ~ 
—— | ~ 


Contolled 


Prospective 
or t = 


study 


Retrosnective 


COnLTOL 


Study Cohort 


Study 


Effect —H-H—___» Cause 
(Outcome) (Exposure) 


Cause —HH——» Effect 
(Exposure) (Outcome) 


Case-control study 
Prospective Cohort Study 
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Case-control studies are retrospective. They clearly define two 
groups at the start: one with the outcome/disease and 

one without the outcome/disease (starts with the disease) 

They look back to assess whether there is a statistically significant 
difference in the rates of exposure to a defined risk factor between 
the groups. 

The main outcome measure in case-control studies is odds ratio (OR). 


Past Present Future 


Proportion of 


defined 

exposure 
PARLE of No 

defined 


outcome 


exposure 


Exposure Outcome / disease 


Case-control studies should include two groups that are identical 


EXCEPT for their outcome / disease status. 
As case-controls are retrospective, they are more prone to bias. One 
of the main in examples is recall bias. 
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Case-control studies 
Advantages Disadvantages 
Cheaper Retrospective / more prone to bias 
Quicker / easier to conduct Can only assess one outcome / disease 
Good for diseases with long latency periods Cannot establish risk 
Can assess multiple exposures Cannot establish prevalence 


Good for rare diseases 


Cohort studies can be retrospective or prospective. Retrospective 
cohort studies are NOT the same as case-control studies which are 
retrospective as well. 


In Retrospective cohort studies, the exposure and outcomes have 
already happened. They are usually conducted on data that already 
exists (from prospective studies) and the exposures are defined 


before looking at the existing outcome (starts with exposure) data to 


see whether exposure to a risk factor is associated with a statistically 
significant difference in the outcome development rate. 
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into cohort studies regardless of their exposure or outcome status. 
Researchers can then measure and analyse a range of exposures and 


outcomes. 


The study then follows these participants for a defined period to 
assess the proportion that develop the outcome/disease of interest. 


cohort studies are good for assessing prognosis, risk factors and harm 


The outcome measure in cohort studies is usually a risk ratio / 


relative risk (RR). 


Past Present 


Exposed 


Not exposed 


Exposure 


Cohort studies 
Advantages 


Prospective (usually) 
Can establish risk directly 
Can assess multiple outcomes / diseases 


Good for rare exposures 
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Future 


% 
Outcome 


% 
Outcome 


Outcome / disease 


Disadvantages 


More expensive 
Longer / harder to conduct 
Not good for rare diseases 


Not good for diseases with long latency periods 


° In case-control (Retrospective), one starts from the outcomes 


i.e. cases and bases/controls/referents (matched or not), and 
tries to study what the exposure was. Using the 'rare disease 
assumption’, both odds ratio and relative risk can be used to 

study association between exposure and outcome. However, 
odds ratio is preferred because the prevalence of the disease 


outcome is already identified. 


® Retrospective cohort is when one already has determined the 


exposure in the study cohort and tries to study the association 
of exposure to disease outcome within that cohort ina 


retrospective manner. Both OR and RR are safe to use here, as in 
prospective cohort. 


e In Prospective cohort, we follow the groups from the scratch 


overtime and see what exposures and outcomes. 


All these three studies (Case-Control and Cohort) are 


OBSERVATIONAL we do not add any measures or 


drugs during the study! 


Q) 2 groups - free of disease - are followed over 10 years to see 
exposure to certain factors would cause pulmonary diseases or not. 


The type of study » Prospective Cohort Study. 
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Randomised Control Trial (Interventional) 


One group is taken a drug, the other is not. Then both groups are 
followed over time to see the outcome. 


The Key is the introduction of an intervention (e.g. a drug). 


Example 

2 groups of smokers are followed over time. One group is taking drug 
(A), while the other group is taking Placebo. They are then followed 
over time to see who would develop lung cancer. 


> Randomised |control tial. (Interventional) 


Remember, in Prospective cohort studies, we do not intervene by 
giving any drugs. We only Observe the Risk Factors and look for the 


outcome over a period of time. 
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Sensitivity VS Specificity in a Test 


High SeNsitivity test Few False Negatives 
Low SeNsitivity test Many False Negatives 
High SPecificity A Few False Positives 
Low SPecificity Many False Positives 


How to memorise it? 


e The word “False” is constant in all conditions. 
e With “High” > Few. 

e With “Low” =} Many. 

e SeNsitivity > Look for Negatives. 

e SPecificity > Look for Positives. 


Example (1) 


A new test (AD test) to diagnose Addison’s disease is being tried on 1000 
patients. 900 of them show positive (AD test). Only 100 of these 900 are 
diagnosed with Addison’s disease. 
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Example (2) 


A new test called (LNC9) is being tested on 10,000 people to diagnose 
Lung cancer. 700 of these show Positive LNC9. Out of these, 670 were 
Positive on lung biopsy. 


Few False Positive (Only 30 are false positives) > High Specificity. 


Example (3) 


A new test called (BrC10) is tested on 10,000 women to detect breast 
cancer. 8000 of these showed Negative BrC10. 7800 were truly 
negatives on breast biopsy. 


Few False Negative (Only 200 of the 8000 were False negatives) 


> HighiSensitivity Test. 


The Relative Risk (RR) 


Relative Risk (RR) |= Exposed + Non-exposed (OR) (AR Test group + AR Control group) 
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Example 


A study examines the effect of smoking on developing Lung Cancer 
over a period of 10 years. 400 people were involved. 200 are smokers 
and 200 are non-smokers. 10 of the 200 smokers developed lung 
cancer. 2 of the non-smokers developed lung cancer. What is the 
Relative Risk of developing lung cancer in the smoking group? 


AR in smokers (Exposed) = 10 ~ 200 = 0.05 


AR in Non-Smokers (Non-Exposed) = 2 + 200 = 0.01 
RR = 0.05 + 0.01 = § 


This means that smoking increases the risk of Lung cancer by 5 Folds. 


Repeated on Sensitivity VS Specificity 


Example 


A new screening test is designed to detect the early stages of prostate 
cancer. The test showed a high number of positive results. However, another 
definitive test confirms that only a few of these were truly positives. 
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False Negative 


Example 


1000 men had a test for prostate cancer. 100 of them were found to 
have prostate cancer. Out of the remaining negative 900, 8 were 
diagnosed later by a definitive test and found to have prostate cancer. 
What can we call these 8? 


As they were among the negative results but later found to be positive by a definitive 
diagnostic test. So, they are False Negative. 


Incidence and Prevalence 


Incidence Number of NEW cases / population at risk 
Prevalence Number of NEW + OLD cases / population at risk 


Example: A town has a population of 500,000 people. Over 5 years, 
1250 cases were diagnosed with COPD. In the same town, another 500 
people were diagnosed with COPD by another health institution. 


What is the annual Prevalence and Incidence for COPD per million in 
this town? 
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Answer: 
Pay attention to the last line of the question. 


e lt asks about the prevalence (per million), whereas the question 
gives you half a million (500,000 people). Therefore, we need to 
multiply our result by 2 to convert it to a million. 

e Also, it asks about the annual (one year), while the question 
gives you (5 years); thus, we need to divide our result later by 5. 


Prevalence = (New cases + Old case) / Population at risk 
= 1250+500 > 1750 

X 2 = 3500 

-5> 700 (The annual prevalence per million) 


Incidence = New cases / Population at risk 

= 500 (The newly diagnosed patients) 

X 2 = 1000 

+53 200 (The annual incidence per million) 
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Another example 


A city has 250,000 people. 1000 were diagnosed with lung cancer by 
the governmental health sector over a 3-year period. Another 500 

were diagnosed with lung cancer by the private sector over the same 
period. What is the annual Prevalence per million in this population? 


Answer: 
Prevalence = Old cases + New cases / Population at risk 
= 1000 + 500 = 1500 


The population is 250,000. To convert it to a million (as required in 
the question), we need to multiply it by 4 


1500 X 4 => 6000 


This is for the period of 3 years. To convert it to one year (as the question 
asks about the annual prevalence), we need to divide it by 3. 


6000+3 > 2000 (The annual Prevalence per Million). 


Sensitivity and Specificity definitions 


e SeNsitivity identifies those who are truly Sick. 
e SpeciFicity identifies those who are truly Fit. 
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e Sensitivity =} The likelihood of a test reporting positive when 
the condition being tested is actually present. 


Also 


Sensitivity > Positive predictive value. 


Specificity > Negative predictive value. 


Also 

Low sensitivity > many false negatives. 
High sensitivity > few false negatives. 
Low specificity > many false positives. 


High specificity > few false positives. 
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Common Causes for a dropout from a study 


Example 


A double-blind study was performed on 2 groups of patients over a 

year. One group was receiving an active drug while the other group 
was receiving a placebo. After 6 months, 27% of the placebo group 

dropped out of the study while 4% of the active group dropped out. 
What is the most likely cause for this? 


Explanation: 


We can see that a massive percentage of the placebo group had 
dropped out (27%) compared to a small percentage of the active drug 
group (only 4%). This might indicate that the placebo group had 
figured out that they are not taking a real active drug and thus 
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dropped out of the study in large numbers. This is called (Breakdown 
of the double-blind study). 


They have figured out that they are being used and deceived, so they have decided to 
BREAK the whole study as 25% of those being deluded with Placebo had left :D 


Important, if the percentages of the dropout were small in both 
groups (below 15% for instance), this could be due to a Chance event. 
A chance event can happen due to any cause such as loss of follow 
up, death, travelling. It should be a small percentage to be considered 
as a Chance Event. 


Relative Risk Reduction (RRR) 


Relative Risk 1 — RR (Relative Risk) OR: 
Reduction (RRR) 


e ARC: Absolute Risk Reduction in the Control group” Placebo 
group”. 

e ART: Absolute Risk Reduction in the Test group (Treatment = 
Exposure) group. 
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Example: 


Number of patients | Number of patients 
who developed lung | who did not develop 


cancer Over 5 years lung Cancer Over 5 years 


UsingLun9drug 4 
Using Placebo mo7FFt—“‘USC 


Calculate the RRR. 


ARC (Control = Placebo) = 10 / (10+90) = 10/100 > 0.1 
ART (Treatment group) => 4 / (4+96) => 4/100 > 0.04 


ERRSRGNENENE > (0.1 -0.04) +0.1-0.6 


(multiply it by 100 to convert it to a percentage) > 60% 


Example 2 


A new MI protective drug is being used on 100 patients who have 
many Risk Factors for MI, while a placebo was used in another 100 
patients. After a 5-year period, 7 of the active treatment group had 
developed MI while 20 of the placebo group had developed MI. What 
is the Relative Risk Reduction? 


ARC (control=placebo group) = 20/100 = 0.2 
ART (Treatment group) = 7/100 = 0.07 
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RRR = (0.2 —0.07) + 0.2 = 0.65 
0.65 X 100 = a (Multiply it by 100 to get the percentage %) 


Absolute Risk Reduction (ARR) 


Absolute Risk AR Control (Placebo) group - AR Test (Treatment) group 
Reduction i.e. Absolute Risk in Control group — Absolute Risk in Treatment group 
(ARR) 


In short 


Example (1) 


A new MI protective drug is being used on 100 patients who have 
many Risk Factors for MI, while a placebo was used in another 100 
patients. After a 5-year period, 7 of the active treatment group had 
developed MI while 20 of the placebo group had developed MI. What 
is the Absolute Risk Reduction (ARR)? 


e ARC “Control=Placebo” = 20/100 = 0.2 
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e ART “Treatment group” = 7/100 = 0.07 
e ARR =0.2 —0.07 = 0.13 
e To convert it to % => 0.13 X 100 = 13% 


Example (2) 


A study on a new drug to reduce the risk of Heart failure was 
conducted overa 5-year period with the following results: 


100 out of 1000 patients on Placebo drug developed HF in 5 years. 
50 out of 1000 patients on the new drug developed HF in 5 years. 
What is the Absolute Risk Reduction (ARR)? 

What is the Relative Risk Reduction (RRR)? 


ARC (Absolute Risk of Control “Placebo” group) = 100/1000 = 0.1 


ARC (Absolute Risk of Treatment group) = 50/1000 = 0.05 
ARR = 0.1 -—0.05 = 0.05 
To convert it to a percentage = 0.05 X 100 = 5% 


ARC = 100/1000 = 0.1 
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ART = 50/1000 = 0.05 

RRR = (0.1 - 0.05) + 0.1 

=0.05+0.1 

=0.5 

To convert it to % = 0.5 X 100 = 50% 


Relative Risk (RR) 
RR = Exposed = Non-exposed (OR) (AR Treatment group + AR Control group) 


Example 


A study was conducted to evaluate the risk of developing COPD in 
smokers over a 5-year period. Group A who did not receive any drug 
contained 100 people, 4 of them developed COPD. Group B who was 
given a trial drug contained 100 people, 3 of them developed COPD. 
What is the Relative Risk (RR)? 


RRIEVART (Treatment group) ARC (Controligrouip) “Be careful, + NOT-” 
=3+4 

= 0.75 

= 75% (Multiply it by 100 to get %) 
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Median definition 


The value of observation that comes halfway when observations are ranked 
in order. It is particularly important if the distributions are not normal. 


Incidence 


Example 


50,000 cases of prostate cancer are diagnosed yearly in a population 
of 90,000,000. Out of these, 20,000 died in the first 5 years and 
30,000 live. What is the incidence of prostate cancer? 


Incidence = the New Cases in the population at risk 
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Incidence 


Example 

Town A has 250,000 people and there are 1000 cases of liver cancer 
diagnosed every 5 years. Town B also has 250,000 people and there 
are 400 cases of liver cancer per 5 year. What is the annual incidence 
of liver cancer in both town per million? 


e The question asks about “both towns”; thus, we have to add the 
new cases of the two towns (1000+400 = 1400). 

The total population of the two towns = 250,000+250,000 = half 
a million (500,000). In order to get a “million” as required in the 
question, we need to multiply it and multiply the above result by 
2. So, (1400 X 2 = 2800). 

The final step is the year. The question asks about the “annual” 
incidence whereas the number of cases given in 5 years. 
Therefore, we need to divide our result by 5 to get it converted 


to one year as required in the question. So, (2800 + 5 = 560) 


1000 + 400 = 1400 
1400 X 2 = 2800 
2800 +5 = 560 
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Randomised Control Trial (Interventional) 


This kind of study has an Intervention = we use an intervention to 
see its effect on a particular disease or outcome. Examples of 
interventions include drugs, procedures, techniques...etc. The groups 
are then followed in time and their outcomes are recorded. 


It has two types: 


we 


e Single-Blinded (where either the researchers Or the candidates 
do not know who’s using the real treatment and who’s receiving 
a placebo. Only one of them is blind to this information: the 
researchers or the recruited candidates. 

e Double- Blinded (Where BOTH the researchers and the 
candidates are blind to this information). 


Example 


In a poor town, two groups of children were followed up in time to 
see the effect of adding a new mineral to the drinking water and its 
relation to developing cholera. One group has this mineral in their 
water while the other did not have it. The researchers did not know 
which group of candidates had used the mineral. What is the study 
type? 
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As there is an intervention (Adding a mineral into water) > 
Randomised Control Trial 


As one party (the researchers) were blinded > 


lf both the researchers and the candidates did not know who is using 
the new mineral = Double-Blinded Randomised Control Trial. 


Newly Added (Updated) 


Description 


A new Screening Test called BRT-23 was conducted on a number of Females 
with high risk of developing breast cancer. Breast biopsy was then performed 
to either confirm or exclude the results. 80 of the candidates were shown 
positive on both tests (BRT-23 and Breast biopnsv). 40 were diagnosed as having 


—_ = 


breast cancer by BRT-23 but were free on breast biopsy, 8 were negative by 
BRT-23 but Positive on breast biopsy, and finally 240 candidates were negative 
on both tests. 


What is the best description for the 40 candidates? 


Answer: 

¢ 80 > +ve in both tests. > True Positive. 

e 40 > +ve on BRT-23 but -ve on Biopsy. > False Positive. 
¢ 8 > -ve on BRT-23 but +ve on Biopsy. > False Negative. 
e 240 > -ve on both tests. > True Negative. 


So, the right answer is 


> False Positive 


See the picture below 
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If you know that 15 out of 100 who truly have prostate cancer will have normal 
Prostate Specific Antigen (PSA). And, 


2 out of 3 who with high PSA will not have prostate cancer on biopsy. 

The False Positive rate = 2/3 = 0.6 > (X 100) > 66.6% 

(2 people out of 3 do not truly have prostate cancer although their 
PSA is high > It is falsely high!) 
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We believe that the best way to understand the Medical Ethics 
is through scenarios. This chapter will be based on scenarios with 


short, direct and not-complicated explanations. 


e A Patient was diagnosed with HIV in a Genitourinary clinic. He 
asks not to tell his GP about his diagnosis. What to do? 


- This is because the patient can take his anti-viral treatment at 
the GU Clinic. 

- Also, AIDS is a blood-borne disease and its disclosure has no 
public interest (It won’t make any differences to the risk of 
transmission if you break the news to the GP). 

- The case might have been different if the disease is an air-borne 
disease. 


A patient wants to thank you so he offers you a valuable hand 
watch. What should you do? 
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| | - Valuable gifts include money and gifts that are of £100 or more. 


Vnit crannnt arrant thaca 


NM SMPTE Mewes SLiin wwe 

- You can accept small tokens, symbolic gifts. 

- If the patient insists } Recommend donating it to charity or the 
department fund. 


Key 3 


Key 4 


You suspect a college junior doctor to be under the effect of 
recreational drugs. What should you do? 


1* } Confront him directly. 
If he does not respond: 
2nd =p 


A delivering lady had abnormal CTG and thus an emergency 
Caesarean Section decision is made. However, the patient 
refuses to sign the consent. She has a mental capacity and she 
understands the risk for her baby. What should you do? 


In the UK, an unborn child has no rights. 
The husband is unable to consent. It is up to the mother. 


Key 5 


You stick yourself with a needle that was used to obtain a blood 
sample from an unconscious patient. You are afraid to get blood- 
borne disease. What should you do? 
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You cannot investigate for infections unless he accepts and 
consents EXCEPT if it is for his best interest. In the given scenario, 
this sample of blood and analysis are in your own best interest, 
not the patient’s. 


Key 6 


A 15-year-old girl asks you for OCP. Her partner is 35-year-old. 
She refuses to tell her parents. What should you do? 


- This is because her partner is much older than her. In this case, 
we fear child abuse or exploitation. 


- If her partner is the same age as her or slightly older, you should 
advise her to tell her parents first. If she refuses, then advice 
about safe sex and prescribe the contraceptive pills as long as she 
understands the aspects of the treatment and it is in her best 
interest physically and mentally. 

- The legal age is 16. 


A patient involved in a fight and brought to the A&E 
uncooperative and with open wound and laceration on the head. 
Soon, he becomes unconscious. What should you do? 


- This is in his best interest and the case is acute and urgent. 
- An early detection of abnormalities is vital. We cannot wait for 
him to become conscious nor can we wait to seek legal advice. 
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Key 8 | You suspect that your colleague doctor is under illicit drugs. So, 
you confronted him but he denied the allegation. You still 
suspect he is taking drugs. What is the next best step to take? 


Remember, you cannot investigate and gather evidence as this is 
unprofessional. You only firstly confront him with advice and 
secondly inform the consultant. If still not satisfied and still has 
concerns > raise it to the GMC. 


A pregnant young woman is brought to A&E by her mother and 
husband. She has lower abdominal pain and she has active heavy 
vaginal bleeding. IV fluid and tranexamic acid are given but the 
patient is still hypotensive. An urgent evacuation of retained 
products of conception is needed. However, she cannot sign the 
consent to be taken to the theatre as she is semi-conscious. 
What should be done? 


Ee 


- This is an urgent and life-saving action. It is in the patient’s best 
interest. So, no need for consent. However, you need to 


document that she is unable to sign as she is semi-conscious. 

- The family members and the husband are not allowed by the 
legislation to sign on her behalf (Imagine they refuse the 
operation)! 
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Key 10 | You suspect that one of your colleague doctors is under alcohol 
effect. What should you do? 


24 > inform a senior doctor. 

34 > inform GMC. 

lf unsure what to do > seek advice from medical defence 
organisation. 


A case of paracetamol poisoning is brought to the A&E. She is 
unconscious. The serum paracetamol level is found to be above 
the treatment line. What should be done? 


a 


- This is in the patient’s best interest. 
- Paracetamol overdose could be fatal. 
- N.B. N-Acetylcysteine is the antidote for paracetamol overdose. 


Key 12 | A burglar is injured during a gunfire fight with the police. He 
comes to the A&E and asks you not to tell the police. What 
should you do? 


ee 


- GMC says that any victims of gunshots who come to the 
Emergency need to be reported to the police. 
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| - This is in the public and the hospital staff’s best interest as a 


protection and precaution. 
- Revealing their personal details should not usually be done in 
the first contact with the police. 


Key 13 | Your patient who is a surgeon is diagnosed with hepatitis B. He 
asks you not to inform the NHS trust about his diagnosis. What 
should you do? 


- He is a surgeon with a blood-borne communicable disease and 
there is a risk that his hepatitis transmits to his patients. 
Therefore, you need to inform the relevant health authorities as 
this is in the patients’ best interest. 


A 16-year old boy with acute appendicitis that requires surgery. The 
patient agrees on the operation and is willing to consent. However, 
his parents refuse the surgery. What should be done? 


- At 16-year-old, the individual is presumed to have the capacity to 
consent. Parents cannot override his consent. 

- Under 16, we need to look for the signs of maturity in the individual 
and his understanding of the situation so we can decide accordingly 
whether he is capable to consent or not. 

- Under 13, the individual is considered by low as unable to consent. 
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In short: 

® <13 => Unable to give consent. 

6 (13-15) => Can give consent if they are mature enough to do so. 
However, if it is not an emergency case and the patient is refusing a 
life-saving procedure = Seek Legal Advice. (There is time to do so). 

e > 16 > Can give consent. 


Key 15 | A woman wants to do Laparoscopic Sterilisation and she 
understands the risks of this procedure. However, her husband 
refuses as he wants an additional child. What should be done? 


- It is her body. The husband has no legal rights to object. 
- This is a surgical intervention; thus, a Written consent is 
required. 


Key 16 | A 15-year old child is brought to A&E by his parents. He has 
lower abdominal pain. After examinations, the doctors suspect 
appendicitis and decide to admit the patient. Nonetheless, the 
boy seems to be unable to well understand the complications of 
the untreated appendicitis. He refuses the admission as he wants 
to go to a party with friends tonight. On the other hand, his 
parents want him admitted and willing to sign the consent. What 
should be done? 
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It is clear that the boy lacks maturity + he is under 16 =} we can 
rely on parental consent. 


- Remember that: 

e <13 > Unable to give consent. 

@ (13-15) = Can give consent if they are mature enough to do so. 
However, if it is not an emergency case and the patient is refusing a 
life-saving procedure = Seek Legal Advice. 

° > 16 > Can give consent. 


A 15-year old girl with large ovarian cyst. The doctors decide to 
go for laparoscopic ovarian cystectomy. She understands the 
consequences if left untreated but she refuses to consent on the 
surgery. What should be done? 


Although this patient seems to be competent to consent, the case 
is a life-threatening one and it is not an emergency case. 


Therefore, we have time to seek legal advice (+) the surgery is in 
her best interest. 
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Child’s Consent 


as 13-15 <13 
| Shows maturity 
pene Refuses 
reali Life threatening 
aside condition intervention 


Able to consent | |Seek legal advice 


In a competent patient who refuses the treatment of a life- 
threatening condition = Seek Legal Advice. 


1) The Patient (Unless if lacks mental capacity). 

2) The Doctor (when the patient is unconscious to decide and the 
case id emergency). 

3) The Relative (when authorised by the power of attorney). 


Key 18 | A pregnant woman in early labour with Umbilical Cord Prolapse. 
The senior obstetrician decides to take her to the theatre for 
Urgent Caesarean Section. She is unable to consent as she is 
illiterate. What should be done? 
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appropriate instead of a written consent such as in the case of 
illiterate patient or the urgency of the operation. 


Remember to document her verbal consent and the reason for 
not obtaining a written consent in the patient’s medical records. 


Notes: 
- The husband cannot sign on her behalf unless she lacks 


Capacity. 
- Seeking legal advice is not appropriate in an emergency case. 


Key 19 | A 14-year old girl asks for oral contraceptive pills. Her partner is 
15-year-old. What should be done? 


- If her partner is much older than her, we fear child abuse or 
exploitation. So, we would tell the police. 

- lf her partner is the same age as her or slightly older, you should 
advise her to tell her parents first. If she refuses, then advice 
about safe sex and prescribe the contraceptive pills as long as she 
understands the aspects of the treatment and it is in her best 
interest physically and mentally. 

- The legal age is 16. 
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Key 20 | During a surgery, the patient developed cardiac arrest and died 
while on the operating table. What should be done? 


an official who investigates violent, sudden, or suspicious 
deaths. 


- Deaths due to accidents, neglect, suicide, violence, industrial 
disease. 

- Sudden and unexpected deaths (e.g. within 24 hours of 
admission to a hospital). 

- Death of an individual who was not seen by a doctor in the last 
14 days of his life. 

- Deaths of unknown cause. 

- Deaths during surgery or before recovery from anaesthesia. 

- Deaths shortly after police custody or prisoning. 


A pregnant woman in the second stage of labour. The CTG is 
abnormal and indicates foetal distress. The doctors decide for CS 
but the woman refuses the surgery and wants vaginal delivery 
despite knowing the risk on the fetus. Her mental capacity 


Key 21 
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assessment concludes that she has capacity. What should be 


Pp eo ee, | 


- She has capacity. 

- Inthe UK, an unborn baby has no human rights until he is born. 

- Her husband cannot consent on her behalf unless he has power 
of attorney. 

- Ifa patient makes an unwise decision, this does not make him 
incompetent! 


A 90-year old woman with terminal stage breast cancer with 
multiple bone metastasis. She is on morphine but still in severe 
pain. Her doctors suspect she has a few months to live. The 
patient discusses ending her life with her family and they agree. 
She asks you to give her a lethal medication to end her life. She is 
compos mentis (Able to think clearly and to make decisions). 
What should be done? 


- Euthanasia is illegal in the UK. 
- Afew hours to days before her death (Expectedly), doctors can 
give palliative sedation. 


A 15-year old girl come to A&E with her boyfriend who is 24-year 
old. She complains of lower abdominal pain. After examinations, 
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she is fit for discharge. What should be done before discharging 
her? 


- Her sexual partner is much older than her. We fear of child 
abuse or exploitation. 

- We inform safeguarding authority (who are already present in 
hospitals and they would involve the police accordingly). 

- If this was not in the options, pick (Inform Police). 


Key 24 | An elderly woman with dementia presents with pneumonia 


vrhich cann datorinratac Tha dartnarc darida that rocicritatinn ic 
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not in the patient’s best interest as it will lead to a poor quality 
of life. However, her daughter wants them to resuscitate her. 
The nurse checked the patient’s file and did not found any 
“Advanced Notice” or “Living Will” related to DNR. What should 
be done regarding the DNR “Do Not Resuscitate” Order? 


- This might be strange, but a decision on a DNR order is only 
made by the doctors even if it is against the patient’s wish! 
The patient is not required to consent on a DNR order! 


When are doctors allowed not to resuscitate? 
(When is DNR allowed)? 


e If a patient with capacity refuses the resuscitation. 
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e If there is advanced notice or living will that says the patient 
does not want to be resuscitated. 

e If the doctors see that the resuscitation is unlikely to succeed. 

e If the doctors see that the resuscitation is not in the patient’s 
best interest (e.g. it would lead to a poor quality of life). 


- Remember, CPR is traumatic and can lead to ruptured spleen 
and fractured ribs. 


Key 25 


A Jehovah’s witness man had a road traffic accident (RTA) and 
bled massively. In the A&E, he was given IV fluids. However, the 
doctors see that an urgent blood transfusion is needed. The 
patient refuses this according to his religious beliefs. What 
should be done? 


- Many Jehovah’s witnesses do ant accept blood products based 
on their religious beliefs. 

- The law says that if they are competent or if they carry the 
blood refusal card, we should respect their decision on not to 
receive blood products even if this would lead to their death! 

- You can advise them to receive blood but you are not allowed 


ta nrecciirea tham tn arcrant it 


Key 26 | A man with dementia has large ulcer on his face and he wants it 
removed as he thinks that this would improve his memory. His 
wife says that he lacks capacity to consent. What should be 
done? 
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Even if the patient is clearly lacking capacity, a documented lack of 
capacity needs to be obtained (Through a psychiatrist). 


Key 27 |A 14-year old girl comes to your clinic and asks for contraception. 
Her partner is her teacher at school. She does not want anyone 
to know about her relationship with the teacher and she refuses 
to involve her parents. What should be done? 


- This is likely to be a case of exploitation. 

- The teacher has a position of trust and this position should not 
be abused. 

- Inform the safeguarding. If not available in the options, Pick: 
inform the police. 


Key 28 |A 17-year old boy is brought to A&E after a RTA. He is 
unconscious. What should be done regarding the initiation of 
treatment? 


- This is an emergency case and beginning the treatment without 
his consent (as he is unconscious) is in his best interest and a 
life-saving act. 

- When he becomes conscious, we can ask his consent on the 
upcoming treatment plans. 
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| Key 29 |A 15-vear old mentally competent girl asks you for contraceptive 


device. What should be done? 


As the patient is mentally competent, 
First > Advise her to inform her parents. 
If she refuses > provide the contraceptive device 


, before doing so, 
I 


e Any of these would be the right answer if given in the options. 
e The cervical smear is not required in the UK until the age of 25 
years even if she is sexually active. 


Key 30 


An unconscious pregnant woman is brought to the A&E after 
RTA. She is bleeding massively and blood transfusion is urgently 
required. She carries a witnessed written directive refusing blood 
and all blood products. What should be done? 


- Many Jehovah’s witnesses do ant accept blood products based 
on their religious beliefs. 

- The law says that if they are competent or if they carry the 
blood refusal card (Witnessed written directive), we should 
respect their decision on not to receive blood products even if 
this would lead to their death! 

- You can advise them to receive blood but you are not allowed 
to pressure them to accept it. 

- Anunborn fetus has no rights in the UK until born. 
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Key 31 


A mother of a 14-year old girl comes to the GP clinic and asks 
him to prescribe a medication to alleviate the dysmenorrhea of 
her 14-year old daughter. The daughter could not come as she is 
busy at school. What should be done? 


ee 


The doctor needs to assess the daughter’s mental capacity and to 
take consent from her that allows her mother to take 
responsibility of her own health care. 

(No prescription by Proxy ©) 


Key 32 | A patient with Multiple Sclerosis (MS) has taken 40 paracetamol 
pills to end his life. His wife wants him to be treated from 
paracetamol overdose; however, he insists not to be treated. 
What should be done? 


Prior to make him consent not to receive treatment, we need to 
make sure that he is mentally capable to take such a decision. 
Remember also that he has MS. 


An elderly with mild dementia was diagnosed with ovarian 
cancer. A nurse wants the patient to be involved in a clinical trial 
and the patient agrees. However, her daughter refuses. Her son 
has lasting power of attorney. What should be done? 
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- Mild dementia does not necessarily mean that the patient lacks 
mental capacity. 

- Even if her son has a power of attorney, we firstly need to make 
sure whether she has mental capacity or no. 

- If the mental capacity assessment shows that she lacks the 
capacity, then only her son can make the decision and consent. 


Again, it is her decision, in the first place, as long as she is 
mentally capable to make it. 

If not, the decision is for the person who has the power of 
attorney, who’s her son in this scenario. 


A pregnant woman in the delivery room. CTG shows bradycardia 
that is persistent. A decision for urgent C-section was made. 
However, the patient speaks only one different language and 
cannot understand English. Many attempts to provide a 
translator had failed. What should be done? 


- Foetal Bradycardia is an acute emergency. 
- Although that the unborn fetus has no rights in the UK until he 


is born, the scenario here did not mention that the mother 
refuses the CS, but she only cannot understand English, she did 
not refuse the CS. If she did understand and refused, we would 
not go for the CS. 

- There is no time to continue calling the translation line or to 
seek legal advice or to contact the next kin (close relative). 
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Key 35 | An elderly woman with Alzheimer’s disease comes to the GP 
clinic with her granddaughter “who is her caretaker”. The patient 
asks you not to prescribe her medications as she has changed her 
mind on the treatment of her condition. What should be done? 


- Her granddaughter cannot consent on her behalf unless she has 
a lasting power of attorney and the patient lacks mental 
Capacity. 

- It is almost always safe to pick (Assess metal capacity) in PLAB 1. 


A 33-year old woman was found unconscious after receiving her 
diagnosis of terminal stage cancer. She is brought to the A&E by 
her boyfriend. The doctors suspect she has taken overdose of 
benzodiazepine. A note was found by her saying that she wishes 
to end her life and refuses treatment. What should be done? 


- This suicide note is an illegal document. 

- For it to be legal, it must be signed and witnessed. Also, it 
should include the specific treatment that is refused and the 
specific circumstances. 


Key 37 | An elderly woman with Alzheimer’s disease continues to drive 
and refuses to inform any authority. What should you do? 
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- Itis the responsibility of the patient to intorm DVLA. 

- If they refuse to do so, it is now your responsibility as a doctor 
to inform DVLA as this is in the patient’s and the public’s best 
interest. 


Key 38 | A lady is brought to the A&E by her husband after a car accident. 
She is deteriorating rapidly and an urgent blood transfusion is 
required. Her husband refuses the blood as they are devout 
Jehovah’s witnesses. What should be done? 


- The patient is unconscious and thus unable to consent. 

- The blood transfusion is in her best interest and life-saving. 

- There is no blood refusal card mentioned in the scenario > 
therefore, this patient should be dealt with as any other acute 
patient in the emergency department. 


Key 39 | While you are on a break, you notice one of your colleagues 
browsing X-ray pictures on his smartphone. You confront him 
and he tells you that he is picturing X-rays of many patients for 
his own educational purposes. What should you do? 


* First > Advise him to delete the images and not to do this again. 


e If he continues > Advise him to tell his clinical supervisor. 


e If he does not obey and continues his practice > Inform his 
clinical supervisor yourself. 
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- Pictures of patients’ X-rays for educational purposes should be 
anonymised (without the name and the other details of the 
patient and the hospital). 

- Pictures of the patient’s faces or parts of the body should not be 
taken unless a consent from the patient is obtained. 


Key 40 | A 40-year old man with learning difficulties present with 
persistent hematemesis. A decision for endoscopy was made by 
the doctors. What should be done as the patient has learning 
difficulties and cannot understand the procedure? 


Patients who are unable to make decisions (e.g. due to learning 
difficulties or mental disability or any other reason) have 
guardians (appointed by the court) to make legal, health, financial 
decisions on behalf of the patients. 


e What if this patient was deteriorating and clinically unstable? 
> then, procced to endoscopy without consent as this is in his 
best interest and there is no time to wait for his guardian. 
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infections (STIs) and/or HIV as they are communicable disease. 

- The wife has to know in order to get investigations and proper 
treatment if required. 

- Firstly, the affected patient is asked to inform their spouse 
within a time frame. If he does not tell them, then the “partner 
notification programmes” should inform the spouse. 


Key 42 | A woman with MS took overdose of tricyclic antidepressant 
drugs and she is now refusing any treatment. What should be 
done? 


Key 43 | A young lady asks the OBS/GYNE doctor to terminate her 
pregnancy (Gestational Age is 26 weeks). Her reason for this is 


Key 41 | A man with HIV refuses to use condoms and refuses to tell his 
wife about his diagnosis. What should be done? 
- This programme is to notify about the sexually transmitted 


that she does not want anything to remind her of her boyfriend 
who used to hurt and assault her. He is now in jail and she is 
otherwise healthy. What should be done? 
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- Inthe UK, it is illegal to terminate pregnancy after 24 weeks of 
gestation EXCEPT if the continuation of the pregnancy would 
harm and endanger the mother. Here, the patient is otherwise 
healthy. 

- As the husband is in jail, there is no need to inform the police. 


A young female ingested 30 pills of paracetamol aiming to end 
her life after receiving bad news. She refuses to be treated. What 
should be done? 


a 


Remember, we always tend to do what is in the patient’s best 
interest. If she accepts to receive treatment, we would not refer 
her for mental capacity evaluation. However, if she refuses the 
treatment, we would assess her mental capacity prior to respect 
her wish not to treat. 


Key 45 | A 40-year old man takes 50 pills of paracetamol. The serum 
paracetamol level is above the treatment line “N- 
Acetylcysteine”. He, however, refuses to receive any treatment. 
What should be done? 
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Key 46 | You as FY2 doctor found out that your consultant is having a 
sexual relationship with one of his depression patients. The 
patient is to be discharged next week. What should you do? 


- Remember that doctors are not allowed to make sexual or 
emotional relationships with their patients or any of the 
patients’ relatives. 

- You should report the incidence to the appropriate seniors 


accoraing to the nospital protocol. 
- The police should not be involved unless there is sexual assault 
or criminal acts against the patients. 


A man has a single TIA “Transient Ischemic Attack” and he is now 
fit for discharge. What advice you should give regarding car 
driving? 


Stop lorry or Bus driving for 1 year 


When to inform DVLA? 

- If group A driver (Car) and has MULTIPLE TIAs within a short 
period. 

- If group B driver (Lorry or Bus) and has a SINGLE TIA. 


A young lady comes to A&E with her husband complaining 
abdominal pain. She does not speak English and her husband 
translates to both of you. While examining her abdomen, you 


Copyrights @ PlablKeys.com 


see many bruises. The husband tells you that she had fallen the 
stairs a week ago. What should be done? 


- As doctors, we need to take suspected domestic abuse 
seriously. 

- Admitting the patient would prevent her contact with her 
husband who might continue hurting her. 

- It would also give us a chance to arrange an independent 
translator via “NHS Language Line” so we can understand the 
real story as she will most likely speak freely away from her 
husband. 

- We should not contact the police or the safeguarding before 
knowing the whole story. 


A patient with a knife injury on his thigh comes to A&E. later, the 
police comes and tell you that there is a murder they are 
investigating on. What should be done? 


- It is not allowed to let the police access the patient if this will 
delay or affect his treatment or recovery. 

- Before disclosing personal information of a patient, ask the 
patient for his permission and consent UNLESS if hiding this 
information would likely put others at risk of harm. 
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Key 50 | A 15-year old girl present with mild vaginal bleeding. Pregnancy 
test is Positive. She refuses to tell her parents and she refuses to 
give any information about her partner. What should be done? 


You suspect that your colleague FY2 doctor is under illicit drugs 
as some nurses have told you he is hallucinating sometimes and 
does not complete his duties. You confront him and he admits 
that he is taking cannabis. What should you do next? 


15t > confront him. 
2"4 -> inform a senior. 
3" 3 inform GMC. 


In some situations, we cannot just give advice and leave it at this 
point. This might endanger patients’ safety. It is clear that this FY2 
doctor is likely to have a psychological illness which may endanger 
the patients. Therefore, raise your concerns to his clinical 
supervisor. 


Key 52 | A 15-year old girl comes to your clinic with her boyfriend who is 
also 15-year old. She asks you for Oral Contraceptive Pills (OCP) 
as they are sexually active. They could not be convinced to tell 
their parents. What should you do? 
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- They are the same age > no fear of child abuse or exploitation. 
- They refuse to tell their parents. 


Key 53 | Anurse has, accidentally, left papers of the ward patients’ 
details in the discharge summary file of one of the patients. Next 
day, the discharged patient called the hospital and informed you 
about the papers he found. What should you do? 


| 


- The Information Governance Lead is responsible for storage, 
collection and management of information. 

- This is a case of breach of confidentiality, the Lead should be 
informed so they can take an appropriate action. 


Key 54 | A patient is brought to the A&E after RTA. He is conscious, alert 
and oriented. His wife has just arrived to the hospital and asked 
you about her husband’s condition. What should you do? 


- No information should be disclosed to a third party without a 
permission from the patient even to his spouse and relatives! 


What if the patient is unconscious? 
You may inform the relatives about the patient’s condition 
unless you STRONGLY believe that the patient would not allow. 
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Key 55 | A 12-year old boy is brought to you by his mother. She wants a 
cosmetic surgery for her son’s ears as they are sticking out and 
his school friends bullies him for it. However, the boy refuses the 
operation. What should be done? 


- Cosmetic procedures are not usually carried by the NHS. 
However, this case is not entirely cosmetic as it isa 
recoanctriiction of a cancenital defarmitv. 


CS aS a ae a ee ee a ee ee ee ee ee 


- We cannot neglect the boy’s decision as this is a surgery which 
may affect his life. So, we may involve social services and 
explore their concerns, one of which is to assess the boy’s 
Capacity. 

- At the same time, we cannot rely entirely on his decision as he 
is below 16 (The legal age to make decision in the UK is 16). 

- If it was a life-saving procedure, we would proceed with the 
intervention despite his refusal as he is below 13 and his 
mother’s decision can override the 12-year old decision. (Always 
tend towards what is in the patient’s best interest). 


Key 56 | A lady insists on undergoing sterilisation as her last child has 
cerebral palsy. She has tried many forms of contraception and 
finally decided to go for sterilisation. Nevertheless, her husband 
refuses the procedure. What should be done? 


- There is no indication in the question towards lacking the 
mental capacity. 
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- The husband has no legal rights to override her decision. 


Key 57 | A 13-year old girl presents to the GP with her 13-year old 
boyfriend and asks for OCP. What should be done? 


They are the same age. No fear for child abuse or exploitation. 
However, a GP would advise them to inform their parents and 
then advise on safe sex and provide the OCP. 


Key 58 | An 85-year old woman with advanced dementia was admitted 
for pneumonia. A few days later, she becomes better but 
without a full recovery. She insists to leave the hospital. 
However, her daughter says that leaving the hospital might be 
unsafe as she lives alone. What should be done? 


- Remember that having dementia does not necessarily indicate 
impaired mental capacity. 


- GMC says “mental capacity is decision and time specific”. 

- Some may choose to sedate the patient with benzodiazepine. 
This is wrong unless she clearly lacks mental capacity and her 
leaving might cause harm to herself or to others. 


Key 59 | A Jehovah’s witness has severe postpartum hemorrhage. Her 
vital signs are deteriorating. She has an advance directive form 
states that she not to be given blood products even if to save her 
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life. Her husband wants blood transfusion. What should be 
done? 


- We must respect her wishes of not to receive blood products 
“as stated in her blood refusal card”. 

- Pay special attention to the options as sometimes there will be 
an option “Give IV fluid”. This would be the correct answer. 

- If this was not in the options, pick (Respect her wishes and do 
not transfuse blood). 


While on a restaurant, you found a paper with patients details 
on a nearby table which is unattended. What should you do? 


ee 


What if no contact details are there? 
> take the paper to the hospital named on it. 


A schizophrenic young man attends a psychiatry clinic for follow- 
up. He says that he hears sounds telling him to hurt his ex- 
girlfriend. He admits that he knows that these sounds are not 
real but he sometimes has a tendency to follow them. Suddenly, 
he leaves the clinic before the consultation is ended. What 
should be done? 
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The risk of harming the ex-girlfriend outweighs the patient’s 
privacy. 

Always consider breaching confidentiality if there is a public 
interest or if keeping the confidentiality would likely to harm 
somebody. 


When to breach confidentiality? 

e If the patient gives a consent to do so. 

e If keeping confidentiality would likely to harm somebody. 
“When breaching confidentiality is in the public’s best interest”. 

e When requested by the Law (e.g. court order, requested by a 
judge). 

e When breaching confidentiality is in the patient’s best interest 
“there is a benefit for the patient who lacks capacity”. 
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General Surgery 
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Hypercalcemia (7. Ca++) presents with many features such as: 
Increased Thirst and Confusion. 


@ Pay attention to the history as there might be a Hx of Multiple 
Myeloma or a Hx of breast/ Prostate/ Lung cancer (SCC). These 
cancers can metastasize to the bone > Hypercalcemia. 


Hypercalcemia 

- Hypercalcemia picture: 

e Neuro > lethargy, Confusion, Depression. 

e GIT > Constipation. 
Renal > polyuria (increased urination), Polydipsia (Thirst). 
CVS > ECG: Short QT interval. 


Causes of hypercalcemia: 
iry hyperparathyroidism. 
Multiple Myeloma, Sarcoidosis, SCC of lung, Breast and prostate cancer. 


- Management of Hypercalcemia: 
e Initially > IV fluid (NS) 
e Then > Bisphosphonates, (or Calcitonin) 


Key 2 | Dysphagia + Regurgitation of Stale food/fluid + Chronic Cough 


(esp. Nocturnal) + Bad mouth breath (Halitosis) + Aspiration 
+ Pharyngeal pouch (Zenker's Diverticulum) 
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Note: Stale food = Decayed, 

rotten and old food (this is 

because it has been stored in 

the pouch until it has become 
Zenker's rotten “with bad smell”). 


Diverticulum 


Cricopharyngeus@: 5 * 
Muscle 


Endoscopy is Contraindicated as it may perforate the pouch. 


Instead, perform > Barium Swallow. 


Old age + Gradually Worsening Dysphagia (initially for solid food and 
then for soft and liquids) + Longstanding Gastric Reflux 


S maliaaemOecsophageal Carcinomak 


Vv Agift hint that on Barium Swallow > irregular narrowing + Proximal 
Shouldering. 

v Another hint > Weight loss. 

v Another hint > Hx of GORD or Barret’s Oesophagus (Risk Factors) 


@ The commonest type > Adenocarcinoma. 
@ Diagnosis is made by > Upper GI Endoscopy + Biopsy. 
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| Key 3 | Sudden onset of severe LEFT lower abdominal pain + develops to | 
generalized abdominal pain, guarding and rigiditv + FEVER + 


Tachycardia. 
> Perforated Diverticulum. 


Diverticulosis (Colon Outpouches) mainly occur on the Sigmoid colon 
(Left Lower Abdomen). 

© One of the complications of Diverticulosis is Diverticulitis which may 
lead to a ruptured diverticulum. 

© The fact that there is Fever along with the Acute abdomen support 
the diagnosis of a ruptured diverticulum. Fever and sepsis are caused 
by the leakage of the colon content into the peritoneum > Peritonitis. 
For your knowledge, whenever you see an acute abdomen, think, 
initially, that something inside has been ruptured. 


YS ee ay a Tn eee 
Differential Diagnoses: 


4 Sigmoid Volvulus > Sudden onset colicky lower abdominal pain + 
Abdominal Distension + Complete Constipation (No flatus or stools pass) + 
Vomiting. 


« Intussusception > Recurrent Non-specific Abdominal Pain. 

« Bowel Ischemia > The pain is not as severe as in a perforated 
diverticulum (At least initially) + The localization of the pain is poor + 
Initially, only mild tenderness > No peritonitis “No fever, no severe 


guarding, rigidity and tenderness” Until late stages + Hx of AF might be 
given. 
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Gastric Carcinoma 


The gift hint is > Left supraclavicular mass (Virchow Node). 
@ Others > Weight loss, Old age, Tiredness, Vomiting, 
Dyspepsia, Anemia (Palpitations). 

@ If there are associated Hepatomegaly and Ascites 


> Late stage Gastric Carcinoma that has metastasized to the 
liver. 

@ Risk Factors — Old age, Blood Group A, H. Pylori, Smoking, 
Spicy food, Pernicious Anemia. 


<ABemml Hemoglobin Level Before Surger 


Elective Surgery: 

4 If Hb is < 10 > Delay “defer” “Postpone” the surgery and Investigate 
for the anemia reasons first. 

4 If Hb is < 8 > Transfuse Blood and also Defer the surgery. 


Emergency Surgery: 
4 If Hb is < 10 > Proceed with the surgery. 
4 If Hb is < 8 > Transfuse Blood and Proceed with the surgery. 


Paget's Disease of the breast and nipple 
A rare breast malignancy. 
® With a better prognosis than the infiltrating ductal carcinoma. 


Features: 


@ Dry skin around the areola resembling eczema with scales, erosions. 
4 Itching in the area. 
4 Discharge per nipple sometimes bloody. 


# Ulcerated and/or inverted nipple. 
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Diagnosis — Punch Biopsy 


Common Tumour Markers 
Breast Cancer CA 15-3 
Ovarian Cancer CA 125 
Pancreatic Cancer CA 19-9 
Colorectal Cancer CEA “Carcinoembryonic Antigen 
Prostatic Cancer PSA “Prostate Specific Antigen” 
Liver (HCC) AFP “Alpha-fetoprotein” 


” 


Teratoma (e.g. of testicles, ovaries) AFP “Alpha-fetoprotein” 
Testicular Seminoma LDH (Lactate Dehydrogenase) 


NOTE — 

Tumour markers are of the original tumor, not the site of metastasis. 
For example, if a colon cancer send metastasis to liver, we follow up 
the original site tumour marker (Colon) which is CEA. 


gesics Ladder 


Simple Analgesics > NSAIDs (Diclofenac), Aspirin, Paracetamol. 
Weak Opioids > Codeine, Tramadol. 

© Strong Opioids > Morphine, Fentanyl, Diamorphine, Oxycodone. 
Epidural Nerve Block. 


4 Bone pain due to metastasis > Radiotherapy. 
4 Neuropathic pain > Gabapentin, Amitriptyline, Pregabalin. 


NOTE: 
Vitel a) eee eeius —> Patient controlled analgesia with Morphine 


(it can be weaned off later). 
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Key 9 | An elderly with difficulty in swallowing + Chronic Cough + Bad Breath 
+ Regurgitation of food + Weight loss. 


The initial Investigation? > Barium Swallow 


Why not Endoscopy? 
> Although he is old and with Hx of weight loss, the likely diagnosis 


here is Pharyngeal Pouch “Zenker’s Diverticulum” given the specific 
features of bad mouth breath (Halitosis) and regurgitation of food 
along with chronic cough and dysphagia. 


V Endoscopy is contraindicated in Pharyngeal Pouch for the fear of 
perforation of the pouch. Thus, barium swallow is more appropriate. 


Important: 
All patients with a Hx of MI should not undergo “Elective” Surgery for 


at least 6 months after their myocardial infarction attack. 


Obstructive Jaundice 
Occurs more frequently during pregnancy. 
Presents with Right Upper Quadrant Pain + 
Obstructive features ® Jaundice, Dark urine and Pale stools. 


The most appropriate investigation > Ultrasound of the Abdomen 
> as it will most likely show the CBD stones” Choledocholithiasis”. 
Note that there are other causes for Obstructive Jaundice such as cancer 
head of pancreas and periampullary tumour. 


Key 12 | After hemicolectomy, one of the common and feared complications is > 
Anastomotic Leak (Leakage of luminal contents at the site of anastomosis). 
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- It usually occurs 5 to 10 days after the surgery. 

- It presents with severe abdominal pain and tenderness over the site of 
the anastomosis + fever + reduced bowel sounds. 

- RFs > smoking, imnmunocompromised (e.g. prolonged use of steroids 
such as for RA, Asthma, COPD), rectal anastomosis, peritoneal 
contamination). 


Key 13 | Old age + Painless bleeding per rectum + Altered bowel habits + 
Anemia + Weight Loss 


> Think of Colorectal Carcinoma 
> Perform Colonoscopy 


Note, the malignancy might appear as a large fungating mass or just 
as an isolated ulcer. 


Do not hesitate to do Colonoscopy in a patient presents with these 
features or most of them! 


Notes for Your Knowledge 


Left sided colonic cancer usually present with Obstructive symptoms such as 
Constipation, Changes in bowel habits, Dark blood “fresh” per rectum long with 
anemia and weight loss. 

Right sided (e.g. Caecal cancer) > Iron Deficiency Anemia mainly. 

4 The right-side colonic diameter is wider than the left side. Therefore, 
obstructive symptoms are more common in left side colonic cancer. 

4 The right-side bleeding is usually microscopic and tend to mix with stools 
during the long journey to the rectum; thus, not seen as a fresh dark blood as in 
the case of the left side colonic cancer. 
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<mcma@) Bleeding discharge per Nipple in a Middle-Aged woman (20-40 YO) 


With or Without Skin Changes. 

@ Dx > Ductal Papilloma (Benign) 

4 Investigation > Galactogram 

(The masses are usually too small to be palpated or to be seen ona 
mammogram) 


Remember, 
© Bleeding discharge per nipple in an Old woman with eczema-like 


changes in the nipple + areola + Ulcers 
4 Dx > Paget’s disease (malignant) 
4 Investigation > Punch Biopsy. 


Common Breast Lesions 


1 @ Painful, fluctuating mass over the breast or near the nipple 
> Nipple Abscess (Pus Collection). 


2 @ Brown/ Green/ Coloured discharge per Nipple > Duct Ectasia. 


3 @ Hx of Trauma to the Breast (redness or bruises around the lump) + 
firm, round, solitary and localized lump 
> Fat Necrosis. 


4 @ Bleeding per nipple in 20-40 YO 2 + skin changes > Ductal Papilloma 
> Galactogram. 


5 @ Bleeding discharge per nipple in an Old woman with eczema-like 
changes in the nipple + areola + Ulcers 
> Paget’s disease (Malignant) > Punch Biopsy 


6 @ Firm, non-tender, mobile mass in a breast of a young & (15-30 YO) 
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+> Fibroadenoma -> Clinical + Ultrasound + FNA 


7 © Breast pain (Mastalgia), 7’ breast size, lumpiness (nodularity) of the 
breast, 2 in the reproductive age, tend to appear just before or during 
menstrual cycle and disappear after it > Fibroadenosis (Fibrocystic 
disease). 


8 @ Fixed, irregular, hard, painless lump + nipple retraction + fixed to skin 
(Peau d’orange) or muscle (+) Local, fixed, firm, axillary LNs. 
> Breast Cancer > Core biopsy 


9 © Offensive yellow discharge from an area near the nipple + Hx of 


Abscess near this area > Ductal Fistula (Mamillary Fistula). 


Following a closure of a stoma (colostomy), or at the site of 
surgical wound or skin sutures: 

> The development of painful fluctuating swelling + fever indicates a 
formation of an abscess. 

> Local Exploration is required. 

Sometimes followed by > Antibiotics + Drainage. 


U/S Abdomen can diagnose Gallstones and also biliary colic. 

In a patient with recurrent attacks of biliary colics who presents 
complaining of right upper quadrant pain > Repeat the U/S as he 
might be in another attack of biliary colic. 


Biliary colic is when a colic (sudden pain) occurs due to a gallstone 
temporarily blocking the cystic duct. Typically, the pain is in the right upper part 
of the abdomen. Pain usually lasts from one to a few hours. Often, it occurs 


after eating a heavy meal, or during the night. Repeated attacks are common. 
Gallstone formation occurs from the precipitation of crystals that aggregate to 
form stones. The most common form is cholesterol gallstones. 
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is associated with fever and high WBCs + Peritonitis 
(Inflammatory component) as there might be bacterial infection due to the 
permanent obstruction of the cystic duct by a stone. On the other hand, Biliary 
colic does not have this inflammatory component as the obstruction is transient 
(Temporary). 


In both cases > Abdomen U/S. 
Biliary colic 


Othernames Gallstone attack, gallbladder attack 


Ultrasound: 


A Gallstone impacted in the neck of the 
gallbladder and leading to cholecystitis. 
+ Gall bladder wall thickening. 


Biliary colic is often related to a stone in the 
gallbladder 


Important Note: ERCP is now rarely done without a therapeutic intent. 


cystic Qe ~ 
duct ~_ 


Common 


Common 


h bile duct 


Hepatopancreatic 
ampulla of Vater 


Pancreatic 
duct 
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Key 17 |Remember that: 


Ascending Cholangitisies (frj) > 


Fever + Right upper abdominal pain + Jaundice 


Acute (Ascending) Cholangitis 


Aclinical syndrome characterized by fever, jaundice, and 
abdominal pain that develops as a result of stasis and infection 
in the biliary tract. 


Bacterial infection in a patient with biliary obstruction 
cystic SS —, os A crarcot's Triad 


Common Fever 


\\_-——_ hepatic duct F . 
Abdominal pain 
Jaundice 


Common @ 
‘ R Ic: id 
bile duct iaeiinah dali 


obstruction Fever 
Abdominal pain 
Jaundice 


Ampulla of 


Vater Pancreatic 


duct + 
Confusion 


Hypotension 


Management 
+ Broad-spectrum antibiotics (e.g. Ampicillin-sulbactam) 
+ Biliary drainage (e.g. ERCP) 


© Hypocalcemia: 
Damage or removal of parathyroid glands — Hypoparathyroidism — 
Hypocalcemia. 
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« Hypocalcemia Features — Tingling of lips and fingertips “initial” 
SPASMODIC **Neuronal Hyperexcitability** 


opasms, Perloral Paraestnesla, ANXIOUS, Seizures, Iviuscie tones Increased In 
smooth muscles, Orientation impaired and confusion, Dermatitis, Impetigo 
Herpetiform (rare and serious), Chvostek’s sign, Carpopedal Spasm, 
Cardiomyopathy (prolonged QT interval on ECG). 

- Trousseau's signs > after occlusion of brachial artery > wrist flexion 

- Chvostek's sign > Tapping over parotid (Facial nerve) > twitching of 
facial muscles. 

e Rx: give 10 ml of 10% Calcium Gluconate (initially) 


© Acute Airway Obstruction (Compressing Hematoma, 


Tracheomalacia): 
- Soon after the operation (in the first 24 hours) > Airway Obstruction. 
- Rx Open the surgical incision to evacuate the hematoma. 


© Nerve Injury: 


e Unilateral Injury to the Recurrent laryngeal nerve > Hoarseness of voice 

e Bilateral Injury to the Recurrent laryngeal nerve > Aphonia and Airway 
obstruction. 

e Injury to the External branch of (superior) laryngeal nerve > Loss of high- 
pitched sound = (Dysphonia) = (Mono toned voice). 


© Thyroid Storm: 

Due to manipulation of the thyroid gland during a surgery in a patient with 

hyperthyroidism. 

« Features: 

e Tachycardia, palpitation, High body Temperature, Diarrhea, Vomiting 
reduced consciousness, Tremors. 

4 Treatment: 

- Beta-blockers (Propranolol) > To control Tachycardia and Tremors. 

- High dose steroids > it inhibits the conversion of T4 to T3. 


© Wound Infection (rare: 1-2%). 
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Acute Mesenteric Ischemia VS Ischemic Colitis 


Acute Mesenteric Ischemia 

4 From its name “Acute” > Sudden onset of SEVERE abdominal pain and 
tenderness which exceed the physical signs. Also, Abdominal distension + 
Absent Bowel Sounds. 

4 Again, from its name “Acute”, there is something that has caused this 
abruptly, likely AF has causes emboli to occlude the blood supply of a large 
segment of the mesentery. Another possibility is that a patient of 
myocardial ischemia has developed Hypotension which has caused low 
blood reaching the mesentery. 

4 VBG > High Lactate 

4 The resulted Gangrene is Irreversible. 

4@ Rx > O2, IV fluids, Analgesics, Antibiotics > then, Urgent Surgery. 


Ischemic colitis. 

4 Transient interruption of the blood supply to the colon. 

4 “Gradual Onset — Over Hours”. 

4 Abdominal pain and tenderness that are moderate to severe but not as 
severe as in acute mesenteric ischemia. 

¢@ The cause is multifactorial e.g. Heart failure, shock, MI. 

@ Pain usually starts at the left iliac fossa. 

4 + Bloody diarrhea. 

4@ Rx > Conservative or Surgical. 


Acute Mesenteric Ischemia Ischemic Colitis 


Sudden onset Onset is gradual over hours 
VERY SEVERE pain and tenderness. Moderately Severe. 


Hx of AF or MI. Multifactorial (transient interruption 
of blood supply) e.g. HF. 
- Usually starts at left iliac fossa 


a Bloody diarrhea. 
Rx: Urgent Surgery Conservative or Surgical 
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Key 20 | A Post-op patient on 100% facemask oxygen develops Respiratory 
Alkalosis (pH > 7.45), (PaCO2 < 4.7) and (PaO2 >14). The next step 
should be 
> Reduce the O2. 


This is a case of hyperoxemia (Excess of O2 with Low CO2 due to rapid 
O2 delivery via the oxygen mask). 


© When should we offer 

1) Strong Family History of breast cancer. 

2) Inherited Mutations in Breast Cancer Susceptibility genes (BRCA1 
and/or BRCA2). 

3) Previous breast cancer in one breast. 

4) Biopsy that shows > Lobular Carcinoma in Situ and/or atypical 
hyperplasia. 


Notes on Mammogram in the UK 

e Mammogram is done for all women aged 50-70 YO every 3 years. 

e If there is a strong family history or BRCA mutations > Mammogram 
should be carried out on Women aged 40-70 every year (Annually). 


Do not forget: 
Prophylactic bilateral Mastectomy/ Oophorectomy can be offered if 
the patient has Strong FX of cancer and genetic markers of that cancer. 


In a suspicious breast mass (e.g. ill defined, spiculated, with palpable LNs), 
Fine Needle Aspiration Cytology (FNAC) is not enough alone. 
To confirm the diagnosis > Core Biopsy. 
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Key 23 


Other Notes on Breast: 

4 Paget’s disease or Skin changes > Punch Biopsy. (Punch takes a part of 
the skin changes). 

4 Suspicious Breast lump > FNA followed by Core biopsy. (Core takes 
entire tissues not only cells as in FNAC) 

# Ductal Papilloma (Bleeding per nipple in 20-40 YO 2) > Galactogram. 
4 Fibroadenoma (firm, non-tender, mobile in a young 2) > Clinical + 
Ultrasound + FNA 


@ 2 <35 YO > Ultrasound. 
@ 2 >35 YO > Mammogram. 


4 The UK screening for Breast Ca: 
e 50-70 YO > Mammogram every three years. 
e If strong Family Hx, BRCA genes > 40-70 YO Annually. 


In the first few hours after an abdominal surgery (e.g. Appendectomy), 
if there are hypotension, tachycardia, tachypnea, Abdominal pain 
> Intra-abdominal bleed. 


It is likely a case "Reactionary" haemorrhage. 


Remember that: 

¢ Primary Hemorrhage > bleeding during the surgery or immediately after 
it. 

e Reactionary Haemorrhage => bleeding within 24 hours after an 
operation usually due to slipping of ligatures/ dislodgement of clots/ 
warming up of the patient leading to a rise in BP into normal. Example: 
Bleeding while in the recovery room. 

e Secondary Haemorrhage > 1-2 weeks post-op (Usually related to 
infection) 
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| Note that, Appendectomy does not have anastomosis! 


Key 24 | Notes on the Histopathology of some breast lesions 
e Invasive intraductal carcinoma of the breast extending to the epithelium 
> Breast cancer (The commonest form of breast Malignancy) 


e In situ carcinoma involving the nipple epidermis 
> Paget’s disease. (Rare Malignant) 


e Encapsulated adipocytes within a fibrotic stroma 
—> Hamartoma (Benign). 


¢ Proliferation and expansion of the stroma with low cellularity 
> Fibroadenoma (Benign). 


e Another Histological Description for Fibroadenoma that is frequently 
asked > A well circumscribed lump with clear margins and separate from 
the surrounding fatty tissue. There are overgrowths of fibrous and 
glandular tissue. 

e Or: duct-like epithelium surrounded by fibrous bridging. 


¢ Cystic formations with mild epithelial hyperplasia (Fibrosis, epitheliosis 
and cystic formations) 
> Fibrocystic changes (Benign). 


Important Notes on Post-operative Oliguria 


It is known that urine catheter is inserted during surgery and it remains 
in place for 1-2 days post-op. 

® However, in the UK, because of the fear of UTI and urinary sepsis that 
might be caused by a long-time placed urinary catheter, it is recommended 
that the catheter is removed as early as possible (24-48 hours post-op) 
sometimes immediately in small operations. 
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The patient is then instructed to report any discomfort during voiding, 
feeling of bladder fullness, inability to void, urinary retention and so on. 
Sometimes these symptoms can occur as a result of using epidural 
analgesia during the operation (e.g. Caesarean section). 

If any of these symptoms develop, BLADDER SCAN is performed to 
measure the Post Void Residual Volume (PVRV) “the amount of urine 
remaining in the bladder after one urinates”. 

If PVRV is > 500 ml > Re-insert a urine catheter. 


Thus, in a post-op patient who has received epidural analgesia and now 
complains of inability to void/ Feeling of fullness > Perform Bladder Scan 
(To measure PVRV and decide on re-inserting the urine catheter 
accordingly). 


HOWEVER 


If a healthy patient who still has the urinary catheter in place after surgery 
and it shows that he has passed small volume of urine within 24 hours 
post-op, the first “initial” step that should be done is > Check the Urine 
Catheter! 

4 the urinary catheter might only be kinked (curled) or blocked (needs a 
simple flush) or mispositioned. So, do not rush and pick “Bladder Scan”! 

4 If there is nothing wrong with the urinary catheter and the patient is 
hypotensive and oliguric > IV fluid challenge (There might be internal 
Bleeding or Acute renal injury)! 


A patient with a tender mass near the anus. The lump is tender, swollen, 
erythematous and with throbbing pain that is worse on sitting. There is 
also fever and constipation. The patient is diabetic. 


The likely Dx > Anorectal Abscess 
Management > Incision + Drainage + Antibiotics 
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Anorectal abscesses tend to develop in patients with DM, 
Immunocompromised (e.g. Prolonged steroids intake), Crohn’s disease. 


A well circumscribed lump with clear margins and separated from the 
surrounding fatty tissue. There are overgrowths of fibrous and glandular 
tissue. 


+ Fibroadenoma. 


Axillary Lymph nodes clearance (removal) during radical mastectomy can 
lead to > Upper Limb Lymphoedema (Redness and Swelling) + Frozen 
shoulder. 

Rx > Physiotherapy and arm exercise. 


Perianal Fistula Management 


Jiltacse, —-> Seton Suture, Ligation of inter-sphincteric fistula tract. 


Fibroadenoma 

e Benign. 

e The commonest breast tumour in Adolescence and Young women. 
e Firm, Painless “Non-tender”, Mobile. 


a im 2 


e some of them are extremely mooile that they can slip btween the 
examining fingers and are thus called “Breast mice”. 
e Dx > Clinical + U/S + FNAC 


Copyrights @ PlablKeys.com 


How to Deal with Diabetic Patients Before Surgery? 


Pre-op Management of DM 2 (on oral hypoglycemics): 
e If Wteitys surgery > Stop oral hypoglycemic before surgery. 


e If surgery > Continue the same routine. 


Pre-op Management of DM 1 (on insulin): 


a laMa jor aotart sliding scale IV insulin before surgerye}are! 


continue until diet per-mouth is re-established. 
4@ Another possible Answer for PLAB 1: 


saotart IV Insulin, Dextrose and Saline pre-oph 


e TaMinor surgery: Omit insulin on the day of the surgery. 


In all cases, restart the previous regimen when per mouth diet 
is re-established + Check Blood glucose 4 hourly. 


© No gastric Bubbles —- Oesophageal Atresia. 

Single Bubble — Gastric/ Pyloric Atresia. 

© Double Bubbles (Double bubble sign: Oesophagus + Stomach) — 
Duodenal Atresia. 

© Triple bubble sign — Jejunal Atresia. 


A pregnant woman attends for anomaly scan at 31-week gestation. She has 
polyhydramnios. U/S > No fetal gastric bubbles. 


-> Oesophageal Atresia. 


4 Polyhydramnios + Absent fetal Gastric Bubbles > Oesophageal Atresia. 
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4 Logically, if nothing can pass into the stomach because of the 
oesophageal atresia, there won't be bubbles in the stomach! 


4 Important post-natal (after delivery) sign of oesophageal atresia: 
> inability to pass a catheter into the stomach (X-ray would show the 
catheter is coiled in the oesophagus). 


REMEMBER: 
Coiled NGT after Road Traffic Accident > Diaphragmatic Rupture. 


Tenesmus > a continual or recurrent inclination to evacuate the bowels, 
caused by disorder of the rectum or other illness. 


Some RFs of Rectal Carcinoma: 
4@ FHx | Smoking BS Polyposis Syndromes | Low fibre diet Ie IBD 


Firm, painless, mobile mass in a young woman’s breast > Fibroadenoma. 
Investigation > Ultrasound. 


Remember, Generally: 
2 <35 YO — USS. 
2 > 35 YO ~- Mammogram. 
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Key 36 Following surgery, the most common complication is 
> Post-Operative Infection. 


It does not matter what the type of the surgery is. Generally, Post-op 
infection is the most common complication seen, including local (wound) 
infection, lung infection (Hospital-acquired pneumonia) and so on. 


Example, 
After a hemi-arthroplasty: 


4 Post-operative infection is the commonest complication. 

4 Fat necrosis is very rare. 

4 DVT and Pulmonary embolism: can occur but not as common as 
infection. This is because nowadays, early post-op mobilisation + Heparin/ 
Enoxaparin are mandatory. 

 Avascular necrosis cannot occur as the fractured head of the femur has 
been already replaced. 


Hemi-arthroplasty = a surgical procedure that involves replacing half of the hip joint. 
Hemi means “half” and arthroplasty refers to “joint replacement.” Replacing the 
entire hip joint is called total hip replacement (THR). A hemiarthroplasty is generally 
used to treat a fractured hip. 


A_Case Scenario 

A 60 YO & presents to the ED complaining of passing large amount of 
bright red blood + Left lower abdominal pain for 2 days that is worse after 
eating + Nausea but with no vomiting. The patient’s main diet is canned 
meat. There is localised left lower abdominal tenderness without rigidity or 
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rebound tenderness. On examining the rectum, blood is found on the 
examiner’s glove. 


Vital signs: (BP: 85/55), (HR: 105), (Temperature: 38°C), (RR: 19). 


The likely diagnosis > Bleeding diverticulitis. 
The most appropriate step > Urgent admission to the surgical ward. 
The most appropriate “INITIAL” step > IV fluid (she is hypotensive). 


Diverticulosis 


@ Diverticulosis > Outpouches (outward herniations) of the colonic wall. 
4 Low fibre diet + (age > 50 Years) are among the precipitating factors. 

4 Diverticulosis mainly affects the sigmoid colon (Lower Left Abdomen). 
4 It is mainly Asymptomatic. 

4 Sometimes, the stools can be impacted inside the diverticula leading to 


infection > Diverticulitis > left lower abdominal pain, Fever, 
Constipation. 

4 So, the asymptomatic disease is called (Diverticulosis) or (Diverticular 
disease). When infected > Diverticulitis. 

@ Bleeding/ ruptured diverticula are also complications (rare). 

4 If bleeding occurs: 

> Stabilise the patient by IV fluids, IV antibiotics, 

—> Arrange Urgent Admission to the surgical ward, 

+> Take FBC “Haemoglobin” to see if blood transfusion is required, CRP to 
confirm the presence of infection (diverticulitis), 

> Colonoscopy to correct and stop the bleeding source or even surgery if 
there is a diverticular rupture. 
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Do not forget, in diverticulosis, profuse bleeding per 
rectum — urgent admission. 


Key 38 | If haemorrhoids (Piles) are Asymptomatic (even if advanced grade) 
> No treatment is required! 


Grades of Hemorrhoids 


Table 1. Classification of 
Hemorrhoid Grades 


|Grade Bleeding/Prolapse 
Bleeding only; no prolapse 


Prolapse with defecation: spontaneous 
reduction 


Prolapse with defecation: must be 
manually reduced 


Prolapsed, incarcerated: cannot be 
manually reduced 
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Key 39 | After an abdominal surgery (e.g. Splenectomy), blood supply of the 
stomach might be affected during the operation > the stomach will be in 
ileus (non-functioning) > accumulation of air inside the stomach 
> Acute Gastric Dilatation. 


Example: 


On the second day post-splenectomy, a patient develops epigastric 
fullness, tenderness, nausea and Vomiting, and gradually increasing 
abdominal distension. He is hypotensive (BP: 75/45) and Tachycardic 
(135 bpm). 


® The likely diagnosis > Acute Gastric Distension. 
© The next step should be > Insertion of NGT (Nasogastric Tube). 


@ The NGT will “deflate the stomach” and thus the signs and symptoms 
would rapidly improve. 


@ Why is there hypotension? 


When stomach massively dilates, it compresses the surrounding vessels, 
sometimes the aorta as well > blood pressure drops. 


Key 40 | Long-standing Numbness and Tingling of the thumb, index and middle 
fingers > Think of Carpal Tunnel Syndrome 


Jean comnreccec the MAEDNTAN nerve! oi 


— = lt i nh arti ae ston wake ies i BIE I EEE 
Thus, the treatment would be > Cut the Transverse Carpal Ligament 
to release the pressure on the median nerve. 


Note: Transverse Carpal Ligament is also called = Flexor Retinaculum = 
Anterior Annular Ligament. 
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Compressed 
median 


Carpal ligament 


Median nerve 


Anal Fissure 


¢ Extremely painful especially on defecation (The patient may refuse rectal 
examination because of the intense pain)! 

There are blood streaks on the stools. 

The patient my remember an event when they felt a sharp intense pain 
while defecating. 

¢ The constipation and straining are the precipitating factors. However, 
the presence of an anal fissure would also cause constipation as the 
patient would be so afraid to pass stool as it is severely painful! 


Notes: 

4 Haemorrhoids > Blood + Intermittent, bearable “tolerable” pain. 
4 Perianal Abscess > Throbbing pain, swelling, No blood. 

4 Anal fissure > Intense pain (unbearable), streaks of blood. 


Important Notes on Hernias 


Inguinal Hernia > ABOVE and Medial (some say lateral) to the pubic 
tubercle. 
Femoral Hernia > BELOW and lateral to the pubic tubercle. 


Inguinal Hernia > Impulse on cough. 


Copyrights @ Plab1Keys.com 


| ls Femoral Hernia > rarely impulse on cough + Irreducible as the femoral | 


canal is narrow. 
Strangulated and Incarcerated hernias > Irreducible, very painful, 


require urgent surgery. 


RFx of Inguinal Hernia > Male sex, Lifting heavy objects, old age, 
chronic cough, previous abdominal surgery. 


Indirect inguinal hernia > Passes through the deep and the superficial 
inguinal ring (Passes through the entire length of the inguinal canal) and 
lies LATERAL to the inferior epigastric artery. 

Direct inguinal hernia > Passes through the Posterior wall of the 
inguinal canal “directly”. 

It does not pass through the deep and then the superficial ring of the 
inguinal canal as the indirect hernia does. 


Paralytic ileus = No GIT Motility + Non-functioning Bowel 
= No Peristalsis 


One of the known Post-operative complications. 


Manipulation and handling of the bowel loops during an intra-abdominal 
operation > bowel stops functioning “No motility”. 


Causes other than surgery > Opiates, Anti-cholinergic, Post- 
trauma, Peritonitis, Immobilisation. 


Important, even if it is not an abdominal operation (e.g. Hip joint 
replacement), the prolonged immobilisation alone can also cause paralytic 
ileus. 
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Features > Abdominal Distension, Nausea, Vomiting, Absent Bowel 
Sounds. 


Erect Abdominal X-ray > air-fluid levels/ dilated small loops. 


Note, in mechanical obstruction —Noisy bowel sounds + more intense 
abdominal pain. 


Rx > NGT + IV fluids. (Drip and suck) 
4 Insertion of Nasogastric tube > deflate the gases and sucks the fluids 
and thus relieve the distension, nausea and vomiting. 


Paralytic ileus 


Plain abdominal X-ray 


Note: (1) The generalized 

distension of small & large 

intestine (yellow arrow) 

(2) Multiple air fluid levels 
(blue arrow) 


Key 44 | 65 YO © with firm, round, painless lump in a breast + Bruises + No 
discharge > Fat Necrosis 
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Common Breast Lesions 


1 @ Painful, fluctuating mass over the breast or near the nipple > Nipple 
Abscess. 

2 @ Brown/ Green discharge per Nipple + itching and retracted nipple + Painful 
breast +t Hx of smoking > Duct Ectasia. 

3 @ Hx of Trauma to the Breast (redness or bruises around the lump) + firm, 
round, solitary and localized lump > Fat Necrosis 

4 @ Bleeding per nipple in 20-40 YO 9 + skin changes > Ductal Papilloma 

5 @ Bleeding discharge per nipple in an Old woman with eczema-like changes in 
the nipple + areola + Ulcers > Paget’s disease (Malignant) 

6 @ Firm, non-tender, highly mobile mass in a breast of a young 9 (15-30 YO) > 
Fibroadenoma 

7 @ Breast pain (Mastalgia), 7’ breast size, lumpiness (nodularity) of the breast, 
Q in the reproductive age, tend to appear just before or during menstrual 
cycle and disappear after it > Fibroadenosis (Fibrocystic disease). 

8 © Fixed, irregular, hard, painless lump + nipple retraction + fixed to skin (Peau 
d’orange) or muscle (+) Local, fixed, firm, axillary LNs > Breast Cancer 


9 @ Offensive yellow discharge from an area near the nipple + Hx of Abscess 
near this area that was surgically treated > Ductal Fistula (Mamillary Fistula). 


After Thyroidectomy: 


Unilateral Injury to the Recurrent laryngeal nerve 
> Hoarseness of voice. 


Bilateral Injury to the Recurrent laryngeal nerve 
> Aphonia and Airway Obstruction. 


Injury to the External branch of (superior) laryngeal nerve 
> Loss of high-pitched sound = (Dysphonia) = (Mono toned voice). 
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Key 50 


In the exam, any of the following Histopathological descriptions are for 
Fibroadenoma; 

e Proliferation and expansion of the stroma with low cellularity. Or: 

e A well circumscribed lump with clear margins and separated from the 
surrounding fatty tissue. There are overgrowths of fibrous and glandular 
tissue. Or: 

e Duct-like epithelium surrounded by fibrous bridging. 


The most common breast lesion in young ° (15-35 YO) > 
Fibroadenoma. 

@ The most common breast lesion in Q in reproductive age (Peak 
incidence: 35-50) > Fibroadenosis. 

© The mot common breast mass in postmenopausal 2 > Breast 
carcinoma. 


Itching around the breast + “Greenish” foul nipple discharge 


Bg Duct ectasial 


Review the key 44 


¢ Intermittent, Burning or Stabbing Pain in one part of one breast that 
radiates to axilla, no palpable masses or lumps and no enlarged LNs 


=aNon-cyclic Mastalgia 


¢ If there is a lump > Think of breast Cyst. 


¢ If there is a mention of an association with menstruation > Cyclic 
Mastalgia. 


Post-Abdominal operation (e.g. Sigmoidectomy) > Abdominal discomfort 
is logically not a big deal as long as there is no fever and no other signs and 
symptoms. 
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EVCr Tt VWVDUS allG UNF di€ Migpihl, Uils Is CXAVPEClTEQ POSst-OPeid lively, 
therefore, all that is needed is to > Repeat WBCs and CRP after 24 hours. 


It is known that colon and rectum are stores for fecal matters and thus 
during colectomy, there is a risk of serious infections. 


@ Therefore, prophylactic antibiotics should be given before any surgery 
that involves colon or rectum. 


@ One common regimen: 

+> Cefuroxime (Cephalosporin) “good coverage against Gt+ve and -ve. 
Plus: 

> Metronidazole “Good coverage against Anaerobic bacteria”. 


© They are given in the first 30 minutes of the first incision made or: 
Vv At the induction of anaesthesia (Important). 


¢ In short, for a patient undergoing colectomy, the prophylactic antibiotics 
+> Cefuroxime + Metronidazole. 


Hepatomegaly + Palpable liver + Weight Loss + Hx of Cirrhosis 


+ Tiredness + Right upper quadrant pain 


umo 


Remember that AFP is also a tumor marker for Teratoma. 
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Key 53 Throbbing anal pain esp. on defecation and on sitting, the pain is 
gradually increasing in severity, Tender swelling/mass around the anus 
that might be erythematous, + fever, No blood. 
> Perianal Abscess 
© Rx > Incision and drainage (immediately to prevent the development 
of fistula) 


o ag eurelmaraiuicariie > Analgesics, Self-resolving. 


: > Incision and Drainage (Acute Surgical Emergency) 
+ Post-op Antibiotics. 


Very Important Note! 


In Any patient who has just had Thyroid surgery (e.g. thyroidectomy) 
and develops Shortness of Breath (SOB) and Stridor. 


The first step to do is to > Cut the subcutaneous Sutures. 


This is likely a post-thyroidectomy complication called (Hematoma)R It 
compresses the trachea and causes upper airway obstruction. 


Cutting the sutures would relieve the pressure and improve breathing. 
If not > Consider intubation. 
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| Key 55 | Remember: | 


For a patient undergoing colorectal surgery, the prophylactic antibiotics 
> IV Cefuroxime + Metronidazole 

@ They are given in the first 30 minutes of the first incision made or: 

v At the induction of anaesthesia (Important). 


Notes on Diagnosing Appendicitis 


Abdominal pain that started centrally (Peri-umbilical) then shifted to 
the Right iliac fossa > McBurney’s sign. 

Remember that umbilical region and appendicitis share the same 
dermatome (T10). However, later on when there is peritoneal irritation, 
the pain will become localised to its origin (Right iliac fossa). 

Nausea, Vomiting, Loose stools. 

Tenderness, Rebound Tenderness over the Right iliac fossa. 

Fever. 

High WBCs and CRP. 

+ve Rovsing’s sign > applying pressure on the left iliac fossa > pain is 
felt on the right iliac fossa. 


¢ Note: Do not get tricked by a Hx of Pregnancy in a patient. 

Central Abdominal pain then shifted to Right iliac fossa Pain, 
Tenderness, Rebound Tenderness + Vomiting, loose stools, High CRP 
— Think of Appendicitis. 
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Other Appendicitis Signs for your knowledge 


Dunphy sign: increased pain with any coughing or 
movement 

Rovsing sign: is RLQ pain that is induced by palpation of the 
left lower quadrant and is highly suggestive of a RLQ 
inflammatory process. 


The obturator sign: is seen with inflammation of a pelvic 
appendix and refers to pain on internal rotation of the right 
hip. 


The iliopsoas sign: is most often seen with a retrocecal 
appendix and refers to pain on extension of the right hip. 


Key 57 | For Colorectal cancer, Old age followed by Family History constitute 
greater risk factors than smoking. 


For Urinary Bladder cancer > Smoking is the most important risk factor. 


A patient with right upper quadrant pain that radiates to the shoulder 
i to oma Gallstones. He is Saul, stable. What should be done? 


@ As there is symptoms (pain) > Reassurance is wrong. 
@ As he is vitally stable > Emergency Laparotomy is wrong. 


Old age + Anemia + Bleeding per rectum + Weight loss Left lower 
abdominal mass or pain > Sigmoid carcinoma. 


Old age + Anemia + Weight loss + Right lower quadrant pain/mass 
> Caecal Carcinoma. 
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<Weeeme Acute Mesenteric Ischemia Ischemic Colitis 


_———S blood supply) e.g. HF. 


——__________ Bloody diarrhea. 
— Urgent Surgery Conservative or Surgical 


Scenario (1) 


An old patient presents whit 2-hour severe and persistent abdominal pain 
of an acute onset. There are abdominal dissension, generalised tenderness 
and absent bowel sounds. 

Venous blood shows lactate of 6 (Normal: 0.6-2.4) 

ECG > Atrial Fibrillation. 


Scenario (2) 


An old patient with Heart failure and Diabetes presents complaining of a 
16-hour abdominal pain that has begun at the lower left abdominal 
quadrant. The pain is of a gradual onset. On examination > generalised 
abdominal tenderness, mild fever and rectal examination shows blood. 


. Fee eee 


Key 61 | Achild with fluid-filled mass on the midline of his neck below the hyoid 
bone. It is non-tender and it moves upward on tongue protrusion and on 


swallowing. 


The likely Dx — Thyroglossal Cyst. 
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The most appropriate Investigation - ULTRASOUND not FNAC. 


Key 62 | Offensive yellow discharge from an area near the nipple + Hx of Abscess near 
this area that was surgically treated > Ductal Fistula (Mamillary Fistula). 


¢ Hx of abscess is the clincher. 
Dysphagia + Regurgitation of Stale food/fluid + Chronic Cough 


(esp. Nocturnal) + Bad mouth breath (Halitosis) + Aspiration 
> Pharyngeal pouch (Zenker's Diverticulum) 


@ Endoscopy is Contraindicated as it may perforate the pouch. 
Instead, perform > Barium Swallow. 


Old age + Gradually Worsening Dysphagia (initially for solid food 
and then for soft food and liquids) + Longstanding Gastric Reflux 
> Think of Oesophageal Carcinoma. 
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| @ Diagnosis is made bv > Unver GI Endosconpv + Bionsv. | 


referred otalgia, 
persistent sore throat and painful swallowing, 
in a typically old and smoker patient. 


Key 64 | Old age + Earache (Ear pain) + Painful/discomfort swallowing + Lesion/ 
Ulcer on the mouth (e.g. at the back of the tongue) + Palpable, non-tender 
Cervical LN. 
> Think of oropharyngeal Carcinoma 
Oropharyngeal Carcinoma presents with: 
a lump or ulcer in the mouth or throat, 


Key 65 |@ The major risk factor for chronic pancreatitis — Alcohol 


inguinal canal as the indirect hernia does. 


Key 66 |Remember that: 
Inguinal Hernia > ABOVE and Medial (some say lateral) to the pubic 
tubercle. 
Femoral Hernia > Below and Lateral to the pubic tubercle. 
© Indirect inguinal hernia > Passes through the deep and the superficial 

g ugh the entire length of the inguinal canal) and 

lies LATERAL to the inferior epigastric artery. 
Direct inguinal hernia > Passes through the Posterior wall of the 
inguinal canal “directly”. 
It does not pass through the deep and then the superficial ring of the 


So, indirect inguinal hernia passes through the deep inguinal ring. 
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Key 67 | A patient who is not breathing after exposed to burn. Intubation has 
failed. The next step is: 


> Cricothyroidotomy 
The structure to be pierced > Cricothyroid membrane 


Key 68 | Abdominal pain, distension, tenderness, empty rectum, Noisy hyperactive 
bowel sounds, constipation. 
The likely diagnosis > Intestinal Obstruction. 


Chest X-ray would show > multiple air-fluid levels. 


The next best step > Urgent refer to surgical ward. 


(Note, this resembles paralytic ileus. However, bowel sounds are absent 
in paralytic ileus). 


@ In a patient with intestinal obstructions, the emergency team’s role 
is to deliver IV fluids and analgesics and order X-ray and then 
send the patient to the surgical unit. At surgical ward, they can 
decide whether the patient needs surgery or conservative 
management. 


¢ Back pain 
+ WEIGHT LOSS 
+ Hx of smoking/alcohol 


+ Obstructive jaundice (Jaundice, Pale stool, Dark urine, Pruritus = itching) 
+ Abnormal LFT 
+ High blood glucose 


+ Cancer head of pancreas. 
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Chronic Alcohol intake > Chronic Pancreatitis (Epigastric pain that 
radiates to the back) > Chronic Pancreatitis can develop into Pancreatic 
carcinoma. 


Why not Cholangiocarcinoma? 

@ |n cholangiocarcinoma, the pain would be in the Right Upper Quadrant 
(RUQ), not in the back or at the epigastrium. 

@ The triad for Cholangiocarcinoma > Jaundice, Weight Loss, RUQ pain. 
@ Also, note that in pancreatic carcinoma, the blood glucose elevates. 


Why is there obstructive jaundice? 
This is because the cancer grows and blocks the biliary tract. 


Management of cancer head of pancreas. 

e In patients without metastasis > Whipple’s resection 
(Pancreaticoduodenectomy). 

e In patients with metastasis > palliative ERCP with Stent. 


During a laparoscopic cholecystectomy, the midline structure that is 
pierced is > Linea Alba. 


Cancer Screening Programmes available in the UK 


e falanartal Panzean Crnaoaninn® 


ews er eer FS SE Oe ee Swe FN er La ps 
Vv Fecal Immunochemical Test (FIT). 
Vv 60-74 YO every 2 years. 


- Breast Cancer Screening: 
v (Mammogram). 


Vv OF 50-70 YO every 3 years. 
Vv Those with high risk > 40-70 YO annually. 
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- Cervical (Cervix) Cancer Screening: 
v (Pap smear: Cytology, HPV) 

V 25-49 YO > every 3 years. 

Vv 50-64 > every 5 years. 


Palpable mass at scrotum, 
Reducible, 

Impulse and enlarges on cough, 
> Inguinal Hernia. 


Note: Only Indirect inguinal hernia can descend into the scrotum. 


Note: Incisional hernias do not exist in scrotum, they develop at the 
“Incision Site” of a previous wound of surgery. 
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© Understanding the Disease: 


Cystic Fibrosis (CF) is caused by Autosomal Recessive Mutation in CFTR gene 
“Cystic Fibrosis Transmembrane Conductance Regulator gene”. This mutation 
leads to > Increased Viscosity and Thickness of the body’s secretions + High 
Chloride (CI) in the skin. Think of the symptoms: 


e Salty skin. 


¢ Thick Secretions and mucous accumulates in the lung “Alveoli” making it a 
good environment for bacterial infection. 
Thus > Recurrent repetitive cough, with sputum, and chest infections. 


e Thick secretions, on the long-term, block the pancreatic duct > No pancreatic 
enzymes are released > J fat and protein Absorption > Failure to thrive 
(short and thin child) (+) Fat-containing stool, which is called “Steatorrhea” 
which presents with Bulky, greasy offensive smell stools. Also, in the long-term, 
the pancreas will be damaged > DM-type 1. 


e In Malec with CE iecually 3S Congenital Ahcence of Vac deference S& Infartility 


¢ Early after birth, the meconium “the first stool that is passed by a newborn” 


might not pass due to thickness > Meconium ileus. 
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In short, the common features of Cystic Fibrosis (CF). 


- Salty-tasting skin, which parents notice when they kiss their child 
Frequent coughing, wheezing, or bouts of pneumonia or sinusitis 
Difficulty breathing that keeps getting worse 
Big appetite but poor weight gain (Failure to Thrive). 
(Steatorrhea) > Bulky, smelly, greasy bowel movements. 

Finger Clubbing. 
In the long-run [Complications] > 


Diabetes, Cirrhosis, Respiratory failure, Bronchiectasis “widened, dilated airways 
> more susceptible for sputum and mucous collection and infection. 


® In the UK, there is a neonatal screening test for CF 
(Guthrie test) using heel-prick test. 


If positive > Confirm by Sweat test and Genetic 
testing for CFTR. 


@ If CF was not diagnosed during neonatal period and it is suspected in an older 
individual > Perform Sweat Test or Genetic testing for CFTR. 
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CF is an Autosomal Recessive disease. This means that if both parents are 


carriers, their children will be: 


¢ 25% > Unaffected (Completely healthy and do not have the mutated gene). 
¢ 25% —> Affected (have the disease). 


450% —> Carriers (They are carriers but do not have the disease). 


Autosomal recessive 


mother 


Oh 
UU 
i Tea 
HT Wit 
Unaffected Carrier Carrier Affected 
son daughter son daughter 


Autosomal Recessive Inheritance (Source: Wikimedia) 


& Other Autosomal Recessive Conditions: 
Cystic fibrosis / Thalassemia / Sickle Cell Anemia / Wilson's disease / 
Congenital Adrenal Hyperplasia 
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There is no cure for cystic fibrosis, but treatment can ease symptoms and 
reduce complications. 


e Lung infections are treated with antibiotics. Sometimes, the 
antibiotic azithromycin is used long term. 


¢ Inhaled hypertonic saline and salbutamol may also be useful. 
¢ Lung transplantation may be an option if lung function continues to worsen. 


e Pancreatic enzyme replacement and fat-soluble vitamin supplementation are 
important, especially in the young. 


e Airway clearance techniques such as chest physiotherapy have some short- 
term benefit, but long-term effects are unclear. 


@ The average life expectancy is between 42 and 50 years in the developed 
world. Lung problems are responsible for death in 80% of people with cystic 
fibrosis. 


4 CF is most common among people of Northern European ancestry and affects 
about one out of every 3,000 newborns. 


What do you need to know for the exam: 


CF > Autosomal Recessive. 


- 50% chance for children to be > Carriers. 
- 25% chance for children to be > Diseased (Affected). 
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© A child presents with repetitive cough, low percentile for weight and height 
(Failure to thrive), Steatorrhea (Greasy, bulky and smelly stools that float), 
rectal prolapse (due to bulky stool), recurrent chest infections. 


> Suspect Cystic Fibrosis and perform > chloride Sweat Test. 


Autosomal Dominant > 50% chance for a child to be affected if one parent 
has the disease. 

Important association that you have to remember is: 

PKD has an association with Cerebral Aneurysm which if ruptures > 


Subarachnoid Haemorrhage. 


e Autosomal dominant 

e Abdominal, flank, back pain 

e Hematuria — usually the presenting symptom 

e Hypertension — one of the most common early manifestations 


eLeredvral aheurysims 
e Blood pressure control - ACE inhibitors or ARBs 


@ Autosomal Recessive Conditions: 


Cystic fibrosis | Thalassemia | Sickle Cell Anemia [Wilson's disease ] 
Congenital Adrenal Hyperplasia (11/17/21 Hydroxylase Deficiency) 
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© Autosomal Dominant Conditions: 
ADPKD [Huntington | Neurofibromatosis 


Quick Notes on Turner's Syndrome (Female 45 XO): 

Vv Most 2 have normal intelligence BUT some still have learning difficulties. 

Vv Human Growth Hormone (GH) is used during childhood to increase the 
height. (effective and a part of the management). 

Vv Oestrogen Replacement Therapy can be used during CHILDHOOD to enhance 
Breasts and Hips development and to prevent Osteoporosis. 

v Advanced age of mother is NOT a risk factor for Turner’s syndrome. 

Vv Turner’s & are infertile (Ovarian Dysgenesis). However, some can conceive by 
the assisted reproductive techniques. 


Important Features of Turner’s Syndrome: 

Short stature |] Short Webbed neck |] Widely spaced Nipples | 
OVARIAN FAILURE (1ry Amenorrhea) | Impaired Pubertal Growth 
I Bicuspid Aortic Valve 


Example, 
12 YO @ is short for her age and has extra skin fold on the neck. One 


important additional feature is > (1ry Amenorrhea). 


Example, 
16 YO @ with 1ry Amenorrhea, Short stature, Low set of ears, Broad 


Chest, Widely spaced nipples. 
The Likely Dx — |Turner’s Syndrome (45 XO 
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Prader Willi Syndrome 


¢ Genetic/ congenital disease > 
deletion of some genes of the paternal chromosome #15. 


¢ During Neonatal period > Hypotonia (Floppy baby) / Difficult to feed (thin 
upper lip and downturned mouth) / short extremities / almond-shaped eyes. 


¢ During Childhood > Excessive eating (hyperphagia) / Obese and Short / 
learning difficulties / growth abnormalities / self-injurious behaviour. 


¢ Brother Willi is like an octopus; he is Floppy and likes to eat! 


Duchenne Muscular Dystroph 


© X-linked Recessive > a Male child has 50% to inherit the gene if his mother 
is a carrier. 


X-linked recessive only affects males. 


@ For PLAB 1, criteria for DMD: 

v 4-8 YO 3 (boy) who started to walk late (= 18 months instead of 12 months) 
Vv Gower’s sign > the boy uses his hands to push on his legs to stand. 

Vv Proximal Muscle weakness. 

Vv Waddling gait (he cannot run). 

v (4S) CK “Creatine Kinase”, ALT, AST. 

v (+) Respiratory and/or Cardiac manifestations. 
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Gower’s Sign Waddling Gait 
E , f 


© Diagnosis: 
> Initial test > CK “Creatine Kinase) 
— Muscle Biopsy 


> Genetic Testing (Obligatory after +ve muscle biopsy). 


© Important Note: 
DMD has a mutation defect in Dystrophin protein which lies in Striated musclesh 


@ X-linked Recessive Conditions: 
DMD J Haemophilia 


@ Autosomal Recessive Conditions: (25% if both parents are carriers) 
Cystic fibrosis | Thalassemia J Sickle Cell Anemia | Wilson's disease | 
Congenital Adrenal Hyperplasia (e.g. 21-Hydroxylase Deficiency) 


@ Autosomal Dominant Conditions: (50% if One parent is affected) 


ADPKD | Huntington | Neurofibromatosis 


@ X-linked Recessive Conditions: (Male: 50% if mother is carrier) 
DMD § Haemophilia 
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Key l naomyaaenirone | 13 syndrome "Trisomy 18 syndrome 18 utrane | 
7 = Patau 
Trisomy 13 Trisomy 18 
(Patau Syndrome) (Edward Syndrome) 

Prominent Calcaneus (rocker bottom Prominent Calcaneus (rocker bottom 
feet). feet). 
Cleft lip and palate. Prominent Occiput 
Microcephaly (Small Head) Microcephaly (Small Head). 
Microphthalmia (Small Eyes) Micrognathia (Small Jaw). 
Polydactyly (Multiple Fingers) Hands are clenched into fists with 


Overriding Fingers. 
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Upward Down Syndrome Single deep 
slant to the crease 
eyes (Trisomy 21) : across palm 


Small Nose >» 
with 4 . : 
depressed 9h Joint Laxity 


Nasal Bridge 


Space 
between 1** 
and 2" Toe 


Abnormally 
shaped ear 


Small mouth 


S enlarged w \ { | g Duodenal 
tongue cS AG te ) Atresia 


Example, 


A neonate’s chest x-ray shows “Double Bubble Sign”. He has flat occiput and 
low set of ears. 


The likely Dx > Down Syndrome. 
Note: Double bubble sign > Duodenal Atresia. 


« Brother “Prader” Willi is like an octopus; he is Floppy and likes to 
eat so much! 

@ Edward has 2 prominents and 2 smalls: 

V The 2 prominents are the highest (Occiput) and the Lowest 
(Calcaneus). 

V The 2 smalls are small head and small jaw. 2X2= 4 (X2) = 8 > 
Trisomy 18. 
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fingers (13) > Trisowy 13. 


¢ Many fingers in Patau (13), fingers override each other in 
Edward. 


Example, 
32 weeks stillbirth baby > Microcephaly, Micrognathia (small jaw), Prominent 
Occiput and Prominent Calcaneus. 


+ Edward’s Syndrome (Trisomy 18). 
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Key | DMD “Duchenne Muscular Dystrophy” is X-linked recessive. 
If the mother is carrier and the baby is MALE > Ei to be affected. 


Congenital Adrenal Hyperplasia 


(Like Cystic Fibrosis, Thalassemia, Sickle Cell Anemia) 
> If both parents are carriers > (RE!) chance their child will be affected. 


Cortisol Deficiency + Aldosterone Deficiency + Androgen Excess. 


The most common form > 21-Hydroxylase Deficiency 


Classic Presentation: 

¢ Female > Ambiguous genitalia. 

¢ Male > Penile Enlargement, Hyperpigmentation 

¢ Infant Male > Salt Wasting (due to Aldosterone Deficiency) 
> Vomiting, Weight Loss, Lethargy, Dehydration, Na+, K+ 
> (11-8-Hydroxylase Deficiency) 


Comparing Important Genetic Conditions with Modes 
of Inheritance 
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Autosomal Recessive Autosomal Dominant A-Linked Recessive 


lf Both Parents are If One parent is Affected !f Mother is Carrier 

Carriers > > 50% chance of achild 50% chance of a Male 

¢ 25% chance of achild to be affected. child to be affected. 

to be affected. +> 25% chance of a 

e 50% chance of achild Grandchild to be 

to be a Carrier. affected. 

Cystic Fibrosis Huntington’s Disease Duchenne Muscular 
Dystrophy (DMD) 

Congenital Adrenal 

Hyperplasia Neurofibromatosis Haemophilia 

(21-hydroxylase 

Deficiency). 


Autosomal Dominant 
Thalassemia Polycystic Kidney 

Disease (ADPKD) 
Sickle Cell Anemia 


Klinefelter Syndrome 


Klinefelter Syndrome: 47,XXY males | 


(G- FELTER) 
* Gynecomastia |j+ Facial hair: low | Estrogen is High but testosterone is low | 
* Long limbs f+ Tall, slim J+ Elevated FSH, LH [+ Rage “Aggressive Behaviour’ 


V Low testosterone, High estrogen, FSH, LH. 
V Hypogonadism > Small testes > Azoospermia (no sperms in semen) > male 
infertility. 


Vv Best Diagnosed by > |Karyotyping = ((Chromosomal Analysis) (47 XXY). 
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Key 
12 


Example: 

28 YO Tall and Slender “Thin” man presents with his wife complaining of 
inability to conceive. His semen analysis shows Azoospermia “No sperms in the 
semen”. O/E, His testes are small and firm. 


¢ The likely Diagnosis > Klinefelter’s Syndrome (male 47 XXY). 
¢ The Investigation to diagnose him > Karyotyping = Chromosomal Analysis. 


A middle-aged woman presents with Progressive Cognitive Impairment 
“memory loss, poor concentration, inability to recognise objects” and Chorea 
“repetitive involuntary writhing movement of a limb” 


> Huntington's Disease (HD) 


¢ Autosomal Dominant “if one parent is affected > 50% chance for a child to 
be affected”. 


e Early signs > changes of personality, self-neglect, clumsiness. 

¢ Progressive Cognitive Impairment “memory loss, poor concentration...etc”. 
e Later > Chorea “involuntary writhing -jerky- movement of a limb”. Dystonia, 
Rigidity, Dementia. 


Cognitive impairment + Jerky involuntary movements + FHx > Huntington’s. 


Example, 


An elderly man presents with Hx of changes in his mood and personality over 
the last year which were followed by poor memory and concentration. Then, he 
developed progressive fidgety movements and choreiform movements. He has 
3 adult children (25, 28, 31 YO). His oldest son has recently started to show 
erratic personality and fidgety restless movements of his lower limbs. 


+ Huntington’s Disease 
=> Autosomal Dominant with ANTICIPATION. 
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Anticipation = the symptoms in the next generation appears earlier and earlier. 


Investigating Potential Genetic Diseases 


re Pregnancy > Pre-implantation Genetic Diagnosis (PGD) 
Vv Fertilisation i is done in vitro “in the laboratory” > The embryos are then 
tested for genetic abnormalities > 1 or 2 unaffected embryos are then 
implanted into the uterus. 

v Suitable for possible serious genetic disease such as Cystic Fibrosis and Sickle 
Cell Anemia when there is a strong FHx or a parent is carrier. 


Week 11-14 of pregnancy > Chorionic Villous Sampling (CVS). 
Vv Asmall sample of the placenta is tested. 


Week 15-20 of pregnancy > Amniocentesis. 
Vv Asmall sample of the amniotic fluid is tested. 


Example, 
A woman is planning to get pregnant soon but she is afraid as she has 
FHx of Cystic Fibrosis. What is the earliest possible investigation? 


— Preimplantation Genetic Diagnosis (PGD) 


Hyperelasticity of skin + Hypermobility of joints + Blue Sclera 


+> EDS “Ehlers-Danlos Syndrome?” (Collagen Problems). 


Neurofibromatosis (NF) 


Vv > If one parent is affected > 50% chance of a child to 


be affected. 


V Diagnostic criteria for Neurofibromatosis 
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6 or more café au lait macules (>0.5 cm in children or > 1.5 cm in adults) 

2 or more cutaneous/subcutaneous neurofibromas or one plexiform neurofibroma 
Axillary or groin freckling 

Optic pathway glioma 

2 or more Lisch nodules (iris hamartomas seen on slit lamp examination) 

Bony dysplasia (sphenoid wing dysplasia, bowing of long bone +/- pseudarthrosis) 
First degree relative with NF1 


NF type 1 presents more with skin lesions. (e.g. Café-au-lait spots/ Axillary or 
Groin Freckles/ iris hamartomas/ scoliosis / association with Pheochromocytoma). 


NF type 2 presents more with CNS tumours. (e.g. Bilateral acoustic neuroma 
/ multiple intracranial schwannomas, meningiomas) 


Example, 
A pregnant 31 YO 9 has bilateral cerebellopontine tumours, bilateral SNHL and 


multiple café-au-laits spots. What is the possibility that her coming baby to be 
affected of the same condition as his/her mother? 


> 1:2 (50%) 
“The mother likely has Neurofibromatosis which is Autosomal Dominant” 


A woman with Strong FHx (15t or 2"4 degree History) of ovarian cancer. 
Vv Do pelvic U/S 

Vv If unremarkable > Genetic Counselling “for full assessment of risk” 

Vv If High Risk > Offer Prophylactic Salpingo-oophorectomy. 


If there are manifestations of ovarian Cancer — U/S + CA-125 level. 


Example, 
A 40 YO 9 has her two sisters diagnosed with Ovarian Carcinoma. She 
has done pelvic U/S which was unremarkable. What is the next step? 


— Genetic Counselling. 
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nal | 


Key | A pregnant woman on her 16-week-gestation wants to make sure that her 
17 | unborn baby does not have Down Syndrome. What is the most definitive 
investigation? 


+> Amniocentesis. 


Remember: 

© Before pregnancy — Preimplantation Genetic Diagnosis (PGD). 
11-14 Week gestation — Chorionic Villous Sampling. 

15-20 Week gestation — Amniocentesis. 


Scenario: 


CF is Autosomal Recessive > If both parents are carriers, the children chances: 
© 25% (1:4) > Healthy 

¢ 25% (1:4) > Affected 

¢ 50% (1:2) > Carrier 


Pay attention that the question asks about the chance of being CARRIER not 
AFFECTED. 
Thus, the answer is > 50% (1:2) 


Note, here, both parents are carriers. This is because they appear “healthy” 
but they still have a child who has Cystic Fibrosis. This means they are carriers. 


Q) If a father has Alport syndrome. What is the chance that his 
“male” son being affected? 
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A) > Nearly 0% 


Alport's syndrome is X-Linked disease. 

The father will pass "Y" Chromosome to his son "Male child" not the affected 
"X" chromosome. 

Therefore, fathers with X-linked diseases CANNOT pass their disease to their 
Sons! (0%) 


Alport syndrome is a genetic condition characterized by: 


V kidney disease: hematuria, proteinuria + End-stage renal disease (ESRD). 
Vv hearing loss: (SNHL) 
Vv eye abnormalities. 


Important: 
20 | For an Autosomal Dominant disease (e.g. Huntington, Neurofibromatosis, 
ADPKD), if one parent is affected 


> 50% of a child “First generation” to be affected. 
> 25% of a grandchild “Second generation” to be affected. 
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Genito-Urinary Medicine 


@ Antibiotic Regimens for Cervicitis: 


@ In PID “Pelvic Inflammatory Disease” — ms 


Ceftriaxone + Doxycycline + Metronidazole 


« Note: 

Cervicitis “presents with Vaginal Discharge” does not ascend upwards to the 
pelvic structures. So, there is no pelvic pain. 

In contrast, PID involves Adnexa and other genital structure; hence, pelvic pain. 


After Broad-spectrum antibiotic course > death of vaginal normal flora 
+> a good chance for the development of bacterial vaginosis and/or 
vaginal candidiasis. 


Trichomoniasis Vv Frothy, yellowish-greenish | Rx > Oral 
(Trichomonas smelly vaginal discharge. Metronidazole 
Vaginalis) V Vaginal itching is common. 

Vv Strawberry Cervix. 

V Vaginal pH: > 4.5 


Bacterial V Thin, grey-white, fishy Rx > Metronidazole 
Vaginosis (VERY offensive) smelling + Clindamycin 
(Gardnerella discharge. 
Vaginalis) V Vaginal itching is 

uncommon. 


[ af Drelisicserm LAIR ISE tact ] 


(Potassium Hydroxide). 
V Vaginal pH: > 4.5 


Vulvovaginal V Thick white (Cheese-like) Rx > Local 
Candidiasis odourless vaginal discharge. | Clotrimazole 


“Vaginal Thrush” | y Vaginal pH: 4-4.5 (Anti-fungal) 
(Candida 
Albicans) 


Note, normal vaginal pH is 3.8 to 4.5. 


# White Thick discharge > candida (Vaginal Thrush). 

* Yellow-greenish offensive discharge + vaginal itching + Strawberry 
Cervix + pH > 4.5 > Trichomonas Vaginalis (Trichomoniasis). 

#& Offensive discharge Without itching + fishy smell + pH > 4.5 

> Bacterial Vaginosis (Gardnerella Vaginalis). 


Example 


A pregnant woman has taken antibiotic for her dental abscess. On the 3 
day, she developed thick white vaginal discharge. 


The likely diagnosis > Vulvovaginal Candidiasis| “Vaginal Thrush”. 
The Likely causative organism > (Candida Albicans. 


Key 3 


A young lady presents with offensive vaginal discharge. She is sexually 
active with a single partner. Her vaginal pH is 5.5. High vaginal swabs are 


taken for culture. 


The likely organism > |Gardnerella Vaginalis. (Bacterial Vaginosis) 


Both Bacterial Vaginosis (Gardnerella Vaginalis) and Trichomoniasis 
(Trichomonas Vaginalis) can cause offensive vaginal discharge and pH 
>4.5. 


However, 
¢ Bacterial Vaginosis “Gardnerella Vaginalis” is more common. 


¢ Trichomoniasis “Trichomonas Vaginalis” has yellow-greenish offensive 
vaginal discharge. 


Note: 
Although Bacterial Vaginosis “Gardnerella Vaginalis” is not a sexually- 
transmitted disease, it is the most common cause of abnormal vaginal 
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Amsel’s Criteriak 3 of 4 criteria are diagnostic for ZETaCE EM rss: 


1) Homogenous grey-white discharge. 

2) When adding Potassium Hydroxide 10% (KOH) to the discharge > fishy 
smell (Whiff test). 

3) “Clue Cells” under microscopy. 

4) Vaginal pH > 4.5 


HPV (Human Papilloma Virus) 


® Sexually transmitted. 

HPV 6 and 11 > Responsible for Genital warts (benign Cauliflower like- 
growths) 

HPV 16 and 18 > Responsible for most cervical cancers in the UK. 


© Prevention and Treatment of Genital Warts. 

Vv Gardasil > Not for treatment, but for prevention. 

(A vaccine to protect against HPV 6, 11, 16 and 18). If genital warts have 
developed, Gardasil is of no benefit. 

V Ablation (Cryotherapy). 


Vv 30% of cases have spontaneous resolution in 6 months. 
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A 20 YO 9 with Hx of travel several weeks ago present with cauliflower like 
growths of varying size on her vulva. She wants a treatment. 


The likely Dx > (HPV 6 and 11) 
The possible treatment option > (Cryotherapy. 


Key 5 Genital Ulcers (3, 2) 


© Multiple, Painful Ulcers + Dysuria > HSV “Genital Herpes”. 


Ce ny ae eae as 


7 SIVE ACYCIOVIT 
Single, Not-painful ulcer > Syphilis. “Syphilis painless” 

Single, Painful ulcer > Hemophilus Ducreyi (Chancroid). (“| Do cry” from 
Pain and being Single) 


Example, 


A 37 YO @ present with numerous, painful blisters and sores on her vulva 
with flu-like illness and mild fever. She is afraid to go urinate as the pain is 
so severe. 

¢ The likely Dx > Genital Herpes (HSV). 

The appropriate Rx > Aciclovir (Anti-viral). 


Example, 


A 25 YO & presents complaining of Dysuria and 3 Painful ulcers on his 
penis. He is sexually active. 
¢ The likely Dx > Genital Herpes (HSV). 


¢ The appropriate Rx > (Anti-viral). 


A 30 YO @ present with a very strong foul-smelling vaginal discharge. 
Which of these organisms is likely responsible? 
(Chlamydia / N. Gonorrhea / Gardnerella / or All of them)? 


The answer is > |Gardnerella,. 


Do not get tricked! 
Chlamydia and N. Gonorrhea do not usually present with Foul-smelling 
discharge. 


The important organisms that present with Offensive discharge are: 
¢ Trichomonas Vaginalis (Trichomoniasis) 

— Frothy, Yellow-greenish, Offensive + Strawberry Cervix 

+ Vaginal Itching + Inflamed Vulva. 


¢ Gardnerella Vaginalis (Bacterial Vaginosis) 
— Thin, grey-white, Offensive (fishy) smell. 


Vv Both are treated with - Oral Metronidazole. 
V pH in both is > 4.5 


29 YO @ presents complaining of a few-weeks vaginal discharge that is 
frothy, yellow, bad-smelling and with mild vaginal itching. She is sexually 
active with 2 regular partners. Vaginal pH is 4.8. No pelvic or abdominal 
pain. Her vulva looks slightly inflamed. 


The likely Dx > (The Organism is |Trichomonas Vaginalis). 


The appropriate treatment > |Metronidazole. 
Dx > Observing motile flagellates on microscopy. 


© Chlamydia in Males 
> Urethritis (Dysuria + Urethral Discharge). 


v 

The major complication of untreated chlamydia “and N. Gonorrhea” in 
males is: > (Epididymo-Orchitis) or (Epididymitis). 

> Unilateral Testicular Pain. 

The major complication of untreated chlamydia “and N. Gonorrhea” in 
Females is: > (Salpingitis). 


Note: 
Complications of Syphilis include > Aortic Aneurysm, Granulomatous 
lesions of skin and bones (Tertiary stage syphilis) 


Note: Chlamydial infection is the most common Sexually Transmitted 
Infection “STI” in the UK. It is cause by Chlamydia Trachomatis. 


An 18 YO ° with new sexual partner presents with: 
Vaginal Discharge, Post-coital bleeding, Red and Inflamed vulva and cervix, 
tender pelvis but non-tender abdomen. 


V The likely Dx > Chlamydial Cervicitis. 


1 Rx > @ Ist line — Doxycycline 100 mg BID for 7 Days. 
Another line: Azithromycin |-gram PO | Followed by 500 mg PO OD for 2 days. 


V The likely cause in this case? > infection with new partner. 


# Why not Cervical Ectropion? 


Cervical Ectropion presents only with post-coital bleeding. No other 
problems. Resolves spontaneously but if treatment is required — 
Cauterising with silver nitrate. 


A 22 YO 9 with presents with Vaginal Discharge, Post-coital bleeding, 
intermenstrual bleeding. A vulvovaginal swab tested +ve for Neisseria 


Gonorrhea. Please note that based on the most recent guidelines (Sept 2019): 
Neisseria gonorrhoegd Rx: 
Ceftriaxone 1 gm IM (single dose). Or: 


Vv Treatment? > ciprofloxacin 500 mg PO (Single dose). 


Key 10 | Anal “Anogenital” warts are caused by 
+> Human Papilloma Virus (HPV 6 and 11) in both @ and ©. 


Endocervical and High vaginal swab can detect all possible organisms such 
as chlamydia, N. Gonorrhea and Trichomonas Vaginalis. 


Vv Trichomonas Vaginalis needs high vaginal swab and can be diagnosed by 
seeing the motile organism under the microscope. 


Key 11 |®A20 YO 9 with new sexual partner presents with: 
Increasing Vaginal Discharge that is yellow-greenish. 
The single best Investigation > |Endocervical and High Vaginal Swab. 
Vv While self-collected vulvovaginal swab is good for chlamydia, 


Multiple + Painful genital Ulcers > suspect Genital Herpes (HSV) 


Investigations: 
¢ Viral Culture + DNA detection using PCR “Polymerase Chain Reaction”. 


If Negative and the ulcers are recurrent? 


e > |Anti-HSV antibody. 


Key 13 | Rash in both Palms AND Soles occurs in 3 conditions: 
1) Hand, foot and mouth disease > Coxsackie Virus. 


2) Rocky Mountain Spotted Fever > Tick (Rickettsia). 


mm 3) Secondary Syphilis > Treponema Pallidum. 


philis 


Syphilis is caused by > Treponema Pallidum 


Primary Stage: 
Only Chancre (Single Painless Genital Ulcer at the site of sexual contact). 


Secondary Stage (6 weeks after chancre appears): 

V fever, lymphadenopathy, malaise (systemic symptoms). 
vV Rash on Soles, Palms and face. 

v Condyloma Lata 


Tertiary Stage: 

Vv Gummas (Granulomatous lesions commonly affect skin and bones). 
Vv Cardiovascular Syphilis (ascending aorta- aneurysms / AR). 

Vv Neurological Syphilis (Dementia / tabes dorsalis). 


Example 
30 YO 6 presents with maculopapular rash on his palms, soles and mouth. 
He had a penile ulcer 6 weeks ago that healed. 


Dx > Secondary Syphilis. 
Organism > [Treponema Pallidum. 
Example 


28 YO 3 who is homosexual presents with urethral discharge. He has had a 
painless penile ulcer that healed a few weeks ago. 


Dx -> Syphilis. 
Investigation > Syphilis Serology. 


Important Notes on Syphilis Investigations: 


v If the ulcer is still present and the patient presents to the GU clinic 


“Genitourinary” clinic > Dark Microscopy “Can see the organism and treat” 
v If the ulcer is still present and the patient presents to the GP clinic > 


PCR. 
v If the painless ulcer “Chancre” has healed > Syphilis serology. 


If a man has a “Receptive” anal intercourse > for screening 
for Chlamydia/ N. Gonorrhea “NAAT” is needed. 


NAAT: Nucleic-Acid Amplification Test for STDs 


If a man has a “Penile sexual contact” = “Insertive” > Urethral Swab + 
“first 20 ml of urine” should be sent for culture and microscopy. 


In other words, 

v During anal sex, the partner inserting the penis is called the “insertive” 
partner (or top) > Urethral Swab is needed + First Void Urine Sample 

Vv The partner receiving the penis is called the “receptive” partner (or bottom) 
> Rectal Swab is needed. 


Receptive anal sex is much riskier for getting HIV. 


Screening Tests for > HIV, Hepatitis B, Chlamydia and N. Gonorrhea are 
needed. 
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Geriatric 


An old patient is currently Compos Mentis. She afraid that she becomes 
non-compos mentis in the future; thus, she wants to appoint her niece to 
make decisions on her behalf. What legal document should be filled? 


> Lasting Power of Attorney (LPA). 


Important Notes 


Compos Mentis = having full control of one's mind = sane. Thus, 
able to make self-decisions. 


Lasting Power of Attorney (LPA) > A legal document 


that appoints an individual to make decisions on a patient's 
behalf regarding health and financial affairs. 


Lasting Power of Attorney has 2 types: 
V Health and Welfare. 
V Property and Financial affairs. 
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| Advance Directive =a living well o a leaal dorument | 
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where a patient writes the treatments that he/she does not 
want to receive if they become unable to make decisions. 


Example: 
Jehovah's witnesses usually have advance directive that they do not want 
to receive blood products. 


DS 1500 - a document that has medical facts of a 
patient with terminal illness who is expected to die within 6 
months. It allows the patient to claim certain benefits from 


the government. 


An elderly 2° patient with end-stage renal disease (EDRD) does not want to 
go to hospital due to extremely bad memories and experiences. She wishes 
to die in peace at home if she becomes ill. What legal documents need to 
be filled to ensure her wishes are followed? 


—> Advance Directive. 


If she becomes ill/ unresponsive, the paramedics would take her 


hospital unless she has a legal “Advance Directive” where it is written 
that she does not want to go to hospital if she becomes ill. 


Advance Directive is written when a patient is competent, fully 
conscious and able to make decisions and used when he/ she 
becomes unable to make decisions for any reason. 
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Key 3 


Healthcare professionals (Doctors, Nurses, Paramedics...) are legally 


required to follow the advance directive. 


A 91 YO & patient is admitted with pneumonia and received treatment. 
She is no “Medically” fit for discharge. Nonetheless, her son refuses as he 
thinks it is not safe for her to be discharge as she is frail “weak” and not 
very mobile. The patient insists to go home. What should be done? 


— Refer the patient for a fitness for discharge assessment V. 
The first thing to note in the question is that she is “Medically” fit for 


discharge. This means that the condition that she was presented with has 
been treated and no further management in this regard is required. 


However, considerations other than medical status need to be put into 
account before discharging such a very old, weak and immobile patient. 
This means “full fitness assessment” by multiple teams is needed. 


© Why other answers are wrong? 


¢ Assess the patient’s mental capacity: (X) 

The problem here is not the mental capacity. The patient is very old, frail 
and not well mobile. Even if she has capacity, before discharging her, we 
need to assess her fitness and home care needs such as wheelchair. 
Discharging such patients home may not be safe for them. Further actions 
are needed apart from the patients’ wishes and decisions. For the patient’s 
safety and welfare back home, a full “care package” need to be ensured 
before discharge. 


¢ Discharge to a nursing home: (X) 
Both the patient and her son have to authentically request this in order to 
be considered. 


¢ Refer to hospice care: (X) 
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Key 4 


This is usually made for patients with terminal illnesses (e.g. end-stage 
cancer) who need “palliative care”. 


¢ Discharge home and Involve social services: (X) 

Involving social services is one requirement in this case. However, we do 
not discharge such frail and unsafe patients unless a “full fitness 
assessment” is made by multiple teams such as social services, 
physiotherapists and occupational therapists. Afterwards, we can discharge 
home with the appropriate “full package” needs, not before that! 


An 89 YO male in nursing home with Hx of prostate cancer with no current 
active treatment has developed confusion, polyuria and incontinence. 


Vv Suspect: UTI “Urinary Tract Infection” and “Bone Metastasis”. 


The first step > Urine microscopy, culture and sensitivity. 
Also, if available in the options > \Check Serum Calcium. 


© Urinary Tract Infections (Uap) are very common cause of 


Another possibility here is + Bone metastasis leading to 
— hypercalcemia. 


Ramamhear that Hvnercalramia manifactatinne are 
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> thirst, confusion, depression, low mood, kidney stones, 
abdominal pain, constipation, bone pain 
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Gastroenterology (GIT) 
Page 1 


Key 1 | Barium enema of ulcerative colitis would show > 


Notes: 
Crohn’s disease > Endoscopy > Cobble stone appearance, Deep 
ulcers, Skip lesions. 
Crohn’s disease > Small Bowel Enema > Kantor’s string sign, 
thorn ulcers and fistulae. 
yg colitis > Barium enema > Loss of haustral markings. 


Loss of Haustra in UC. 


Intermittent and Unpredictable SEVERE Chest Pain 
“Retrosternal Pain similar to MI but with no relation to exertion” 
+ Dysphagia. 

Aggravated by 
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- —> Corkscrew Appearance of the oesophagus (at 
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Liew www’ WOU EONS fe 
- The most accurate test > Manometric studies 2 
High intensity disorganised contractions. 
- Rx —> CCB “Calcium Channel Blockers” (e.g. Nifedipine) and 


Nitrates. (N and N) 
Remember, Spasm takes 2 Ns. 


| Corkscrew oesophagus in DES (Diffuse 
Oesophageal Spasm) by barium meal. 


C-C-C-C 


Corkscrew — Chest pain — CCB — Cold liquids. 


Notes: 
e Oesophageal spasm > Corkscrew oesophagus. 
e Achalasia > Bird beak appearance of the oesophagus. 


A patient with 3 episodes of hematemesis and epigastric pain. He 
takes NSAIDs for his Rheumatoid Arthritis. 


e What do we suspect? 
> Peptic Ulcer (caused by the prolonged use of NSAIDs). 
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Vow A 


e What should be done? 
> Endoscopy. 
Also, Part of the management: /V fluid, Analgesics, 
Antiemetics and IV PPI. 


What if the endoscopy is not available at the moment? > IV 
Proton Pump Inhibitors PPI. 


When do we give IV Antibiotics? 
> As a prophylaxis in the cases of Upper GI bleeding due to 
Oesophageal Varices OR Perforated Peptic Ulcer. 


a Dbacwallame nha “(Mtaunlhaanwlamaha. sienna tna mabaanKnmunmartal min cl RIE Aira 


ate i of 


S FMEMUIVUIIGLO BDISNIIVONITIVITGLe UstU ITT YOlLOUVUIUSIS CII INQFIILZS 
can worsen Oesophagitis and Gastro-Oesophageal Reflux Disease 
“GORD” > Scars of the oesophagus > (Benign Oesophageal 
stricture). This disease is characterised by PERSISTENT 
Dysphagia to both solids and fluids WITHOUT “Regurgitation”. 


e Slowly progressive Dysphagia in a young adult. No Weight loss. 
Hb is normal. Hx of taking H2-blockers (e.g. Ranitidine) for 
retrosternal discomfort (GORD) for long period > think of a 


benign stricture (e.g. peptic stricture). 
e (Barret’s Oesophagus) is similar to Benign Oesophageal 


Stricture. However, the dysphagia is OCCASIONAL, not 
persistent. 


e “Regurgitation” is an alarming word for (Achalasia: Bird Beak 
Appearance) and ( ). However, the latter “the 
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Key 5 


Pouch” has other specific features such as Halitosis “bad breath 
smell” and a sensation of a lump in the throat. 


Example Scenario 
An elderly patient presents with Hx of Persistent Dysphagia to 


both solids and liquids. No Weight Loss. No Regurgitation. He 


takes Alendronate for his Osteoporosis. What is the Dx? 


> Behigh/OesophageallStrictiire (PERSISTENT dysphagia, 


Alendronate, No regurgitation) 


Why Not Oesophageal Cancer? 
Risk Factors That would raise our suspicion to oesophageal cancer: 


Old age + weight loss = Hx of smoking, Alcohol Anemia + 
Increasing “Progressive” dysphagia to solids then to Fluids + Hx of 
Barret’s Oesophagus + Hx of GORD 


e The diagnostic Investigation > Endoscopy + Biopsy. 


Notes on Oesophageal Carcinoma 


- The most common type > Adenocarcinoma. 
- Smoking > Associated more with SCC. 


~ Rarreat’c Nacnnhagiic +S 9 nrariircor nf Adannrarcrinnma 
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- Achalasia > chronic inflammation > more risk for SCC. 
- Upper 2/3 of the oesophagus > SCC. 

- Lower 1/3 of the oesophagus > Adenocarcinoma. 
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Endoscopy > Skip lesions, Transmural (deep Ulcers), 
Cobblestone appearance 

Histology > Granuloma. 74 Goblet cells. 

Examination > Abdominal Pain or Mass on the RIGHT iliac fossa. 
Diarrhea “Usually Non-bloody”. 

Weight loss is more common. 

Fistulae, perianal fistulas. 


Barium enema > Loss of haustration, drain pipe appearance. 
Histology > Crypt Abscesses. (J) Goblet Cells. 

Abdominal pain on LEFT lower quadrant. 

Bloody Diarrhea is more common. 

Primary Sclerosing Cholangitis is more common. 


Aphthous oral ulcers occur in both CD and UC, 


For Treatment: 
> Pick Oral Prednisolone. (1° line to induce remission) 
> Pick 5-ASA (Mesalazine). (1° line to induce remission) 
> Pick IV Hydrocortisone. 


- Mnemonic: Crohn’s > Corticosteroids (prednisolone) 1* line. 
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- Frequent episodes of Excessive Watery Diarrhea + Large 
amounts of mucous. 


- It is one of the causes of Metabolic Acidosis and HypoKalemia. 
- Endoscopy > Cauliflower like mass. 


Remember that, in Villous adenoma, it secretes mucous which is rich 
in protein and potassium > thus, hypoproteinaemia and 
Hypokalemia. 


e Some Causes of HypOkalemia: 
Loop and Thiazide-like diuretics, Vomiting and Diarrhea, Villous 
Adenoma, Renal tubular failure, Cushing’s, Conn’s, Alkalosis 


Remember that ACE inhibitors, Spironolactone, CKD, Addison’s > 
HyperKalemia 


Key 8 


Gastric Resection > Malabsorption of Vit B12 > Macrocytic 
Anemia (4 MCV) > Hiypersegmented Neutrophils on a blood 
smear. 


Vitamin B12 Deficiency is explained in details in Key 12. 


Key 9 


A patient with a Known Ulcerative Colitis presents with high 
frequency diarrhea (8 times a day) + Visible Blood. The patient is 
pale and tachycardic (100 bbm) and with temperature of 38. The 
abdomen is tender with no palpable masses. 
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F > Acute flare of UC. (Acute exacerbation of UC) 

—> Abdominal X-ray > Toxic Megacolon (Mucosal edema and 
colon distension especially Transverse colon). 

Rx > IV Hydrocortisone. 


When to aes severe colitis (Acute Exacerbation of UC)? 


e >6 bowel movements + Visible blood in large amounts. 
e ESR > 30. 

e HR>90. 

e Temperature > 37.8. 


e Anemia (Pallor, Fatigue ...etc). 


Toxic Megacolon on Abdominal 
X-ray 


> Dilated colon with thumb 
printing (Mural Edema) especially 
in the transverse colon. 
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ALT, AST, Bilirubin: (4) 
Alkaline Phosphatase: Normal or Mildly (7%). 
The presence of another associated autoimmune disease would 


make the diagnosis of autoimmune hepatitis much easier. 
Examples: Vitiligo, Addison’s, autoimmune thyroid disease, DM 1. 
It tends to progress to /iver cirrhosis. 


e HELLP Syndrome > Hemolysis, Elevated Liver enzymes, Low 


Platelets. 
* AFLP > ELLP (without Hemolysis) + (J) Glucose + (4*) Ammonia 


e In HELLP Syndrome, there is Haemolysis (Low HB would be 
given). 

e In AFLP, in addition to ELLP (Elevated Liver enzymes, Low 
Platelets, there is Low serum glucose + High serum Ammonia. 
Also, AFLP has vomiting and Disseminated Intravascular 
Coagulopathy (DIC) “Prolonged PT, PTT”. 


Acute Fatty Liver of Pregnancy 


- RFs > Pre-eclampsia, First pregnancy, Multiple Pregnancies. 


- Presentation > Nausea, Vomiting, Abdominal Pain, Fever, 
Headache, Pruritus, Jaundice. 

- Occurs late in pregnancy (Typically after 30 weeks of gestation) 
and may occur immediately after delivery. 

- It is rare but life-threatening (severe hypoglycemia and 
abnormal clotting factors > coma > death). 


Copyrights @ Plab1Keys.com 


- Diagnostic > Liver Biopsy. 


Pernicious Anemia (The most common cause). 

Pernicious Anemia > Autoimmune Gastric Atrophy > Loss of 
intrinsic factors that are required for Vit B12 absorption. 
Usually associated with other autoimmune disease e.g. 
hypothyroidism. 

Total Gastrectomy (Impaired Vit B12 Absorption). 

lleal Resection. 

Crohn’s Disease. 

Chronic Pancreatitis. (malabsorption). 

Celiac Disease (malabsorption). 

Dietary (Vegans). Remember that Vit B12 is present in meat, fish 
and dairy products but not in the vegetables. 


- Peripheral paraesthesia. 

- Impaired position and vibration (proprioception) sense. 
- Dementia > loss of memory, difficulties with thinking. 

- If untreated > permanent Ataxia. 


- “ MCV (usually > 110) + Hb: Macrocytic Anemia. 
- Hypersegmented Neutrophils on a blood smear. 
- ‘“ Homocysteine. 
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differentiate? 

By the Hx of diet. 

- Vegans (Do not eat meat, fish, dairy products) > Vit B12 deficiency. 
- Do not eat vegetables > Folic Acid deficiency. 

- Gastric or ileal resection, Pernicious Anemia > Vit B12 Deficiency. 


IM Hydroxocobalamin. 


Example Scenario 


A young man presents with several attacks of pancreatitis. He has 


peripheral paraesthesia, loss of proprioception in his legs, loss of 
memory and difficulties with thinking. 


Dx Vitamin B12 Deficiency. 
Rx > Hydroxocobalamin. 
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Presentation: 

Acute severe right upper quadrant pain or epigastric pain that 
may radiate to the back or to the right flank or right shoulder. 
May be precipitated by meals. 

+ Nausea, Vomiting, Fever. 

Jaundice can develop if there are stones in the common bile duct 
(CBD) “Choledocholithiasis". However, in Acute cholecystitis due 
to stones, the stones are usually blocking the “Cystic Duct” = the 
neck of the gallbladder; therefore, the jaundice is often absent 
or mild to notice. 

Positive Murphy’s sign > pain and arrest of inspiration when 
pressing the right costal margin at the midclavicular line. 
Remember, this sign is sensitive but NOT specific to acute 
cholecystitis. 

+ Deranged LFTs. 

Inflammatory element: fever, 7} WBCs 


e Note, 7’ ALP (Alk. Phosphatase) > indicates a sort of biliary 
obstruction with cholestasis. 
This might occur with acute cholecystitis. 

e >90% of Acute cholecystitis cases are due to blockage of cystic 
duct by a gallstone. 
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e Investigations: 


so=- 2s 


“VBS 
U/S > Thick walled and Shrunken Gallbladder. 
e Treatment: 
Nothing per moth / Analgesics / IV fluids / Antibiotics 
When the condition is stable > Laparoscopic Cholecystectomy. 


Note: The main difference from Biliary colic is that acute 
cholecystitis has an inflammatory element (4 WBCs, fever, Local 
peritonism “Tenderness”) 


Key 14 |e Incidental Finding of Gallstones in an Asymptomatic patient 
during CT or U/S — Reassurance (No intervention is 
needed) 

e Note: If the stones were found in the Common Bile Duct 
(CBD) “Choledocholithiasis" instead of the Gallbladder even 


if inn a patient — 


Gallstones + Asymptomatic > Reassure. 
CBD stones + Asymptomatic > Laparoscopic Cholecystectomy. 
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Anatomy 


gallbladder, 


The Biliary Tree 


Iron 
Deficiency 
Anemia 


Dysphagia Esophageal 
Webs 
~~ a. 
Plummer- 


Vinson 
Syndrome 
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Post-cricoid Oesophageal Webs => Painless, intermittent 
Dysphagia. 

lron Deficiency Anemia > Pallor, Fatigue, Glossitis, Angular 
stomatitis, Koilonychia. 

Rx > Iron Supplements + Webs Dilatation 


Oesophageal Web 


In Plummer Vinson Syndrome 


e Inability to relax the lower oesophageal sphincter (LOS) due to 
the idiopathic loss of the normal neural structure. (7* Lower 
Oesophageal Resting Pressure). 

e Presents with Progressive Dysphagia to both solids and liquids. 

e The word “Regurgitation” should draw your attention towards 
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there are other specific features such as (Halitosis) = Bad breath 
smell and (Sensation of a lump in the throat). 

e Regurgitation can lead to > Aspiration Pheumonia > productive 
cough and fever. 

e Remember, Achalasia has no relation to tobacco or alcohol while 


Oesophageal cancer has. 
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e There might be weight loss, chest pain in achalasia. 


e Investigations: 
- X-ray > Megaoesophagus = Large or Dilated Oesophagus. 


- Barium meal > Bird’s Beak Appearance of the distal end of the 
oesophagus. 
(Dilated Oesophagus that tapers -Narrows- Towards the distal end of the 
oesophagus) 
+> Oesophageal Manometry > Increased lower 
oesophageal resting pressure. 


- Rx > Dilatation of the lower oesophageal sphincter. 


Example Scenario: 
45 Y/O woman. 


Productive cough and moderate fever. 

Central chest pain and Regurgitation of undigested food. 
Dysphagia to both solids and fluids. 

Chest X-ray > Megaesophagus. 


Productive cough and moderate fever > Aspiration pneumonia 
due to the regurgitation. 
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Scenario: 


23 Y/O Female. 

Lethargy, Weigh Loss, Abdominal Discomfort, Bloody Diarrhea > 8 
times a day. 

Endoscopy > Deep Ulcers and Skip Lesions 


> Crohn’s Disease 


(Review the Key 6) 


Acute Pancreatitis 
Hx of: Gallstones, Alcoholism, Trauma, ERCP. 
Upper abdominal pain that radiates to the back and relieves by 
sitting or leaning forwards. 
+ Nausea, Vomiting 
+ Tenderness, Tachycardia, Shock, Periumbilical bruising 
(Cullen’s sign), Jaundice. 


e Investigation > 

- Serum Lipase and Amylase: (Lipase is more specific and sensitive) 
4 serum Lipase more than 3 times the upper limit of normal. 
CT with contrast of the Pancreas. 


Acute “Ascending” Cholangitis: 
e Chaveot’s Triad (frj) > Fever, Right upper quadrant pain, 


Jaundice. + HL (HypOtension and Leucocytosis). 
e Investigations > Ultrasound and Blood cultures. 
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Notes on Organisms Causing Diarrhea 


e Traveller’s diarrhea that is usually of a short period and self- 
limited (especially Hx of a travel to Africa) > E. coli. 


e Hx of travel to Europe, WATERY (Non-bloody) diarrhea, Weight 


Loss (If chronic Giardiasis), abdominal pain and bloating 
(Symptoms for > 10 Days) > 


e Hx of travel > Prodrome: HIGH Fever (40), Headache, Myalgia 
> Followed by BLOODY Diarrhea —-> 


e BLOODY DIARRHEA Organisms (CSS) > 


Campylobacter, Shigella, Salmonella. 


Other Notes: 


The most common: 
Bloody diarrhea > Campylobacter jejuni > Followed by Shigella. 
Traveller’s diarrhea > E. coli. 
Diarrhea in Paediatrics > Viral (Rota Virus). 
Diarrhea + Weakness + Areflexia > Guillain-Barre Syndrome. 
Diarrhea + Renal Impairment + Hemolysis > Hemolytic Uremic Syndrome. 
Diarrhea followed by RUQ Pain > Amoeba. 
Watery Diarrhea after camping or long travel in Europe > Giardia. 
Diarrhea after long-term antibiotics > Clostridium Difficile 
(Pseudomembranous colitis) 
Rx > Oral Metronidazole or Oral Vancomycin. 
Diarrhea after eating Eggs or Chicken > Salmonella. 
Diarrhea just hours after a meal > Staph. Toxin. 
Diarrhea in a bedridden-patient (e.g. handicapped) with stony hard stools > 
Fecal impaction. 
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Scenario: 


A Mass has been removed from the Cecum (RIGHT Side) 
The histopathology report > Transmural infiltration with 
lymphocytes and granulomas without necrosis. 


The Diagnosis is > Crohn’s Disease. 


Notes on Crohn's Disease: 

e CD usually starts at the ileocecal junction (Right iliac fossa). 

e Histology of CD > 7 Goblet Cells, Granuloma, Transmural. 

e Endoscopy of CD > Skip lesions, Cobblestone appearance, Deep 
Ulcers (Transmural) 

e Small bowel enema > Rose thorn ulcer, Kantor’s string sign, 
Fistulae. 


Key 21 


Scenario: 


55 Y/O woman. 

Severe abdominal pain radiates to the back for 1 day. 

+ Nausea and Vomiting and Tachycardia and looks in shock. 
No fever or Diarrhea. 


Hx of gallstones. 


The most likely Dx > ! 
An investigation to confirm the Dx > (X 3 folds) 
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Notes: 

- Serum lipase in more sensitive and more specific than serum 
amylase in acute pancreatitis. 

- The most common causes of Acute pancreatitis in the UK > 
Gallstones and Alcohol. 

- Other Causes > ERCP, Trauma, 7% Triglycerides. 


Review the Key 18 


Young age, Diarrhea, sometimes bloody, Chronic Abdominal pain, 


Tenesmus > Think of Inflammatory Bowel Disease (UC/CD). 


- Why not Diverticulosis? 
> Diverticulosis is usually Asymptomatic unless complicated. 


- Why not Irritable Bowel Syndrome? 
> IBS does not have Bloody diarrhea. 


Chest pain, Difficulty in swallowing both liquids and solids, 
Recurrent chest infections > 


- Dysphagia to both liquids and solids. 
- Recurrent chest infection > mainly due to Regurgitation (seen in 
Achalasia) > Aspiration pneumonia. 


In patients with Oesophageal cancer with liver metastasis > No 
surgery. End-stage oesophageal cancer is inoperable. 
So How to relieve the symptom of Severe Dysphagia? 
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Insert a stent into the oesophagus, it will expand and open the 
obstruction (Fast and Effective). 
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Anemia a few years after gastrectomy, MCV is 110, Loss of 
proprioception and vibration sense. There are also fatigue, 
exertional dyspnea and palpitations. What is the Diagnosis? 


> Vitamin B12 deficiency. 


e Gastrectomy > Loss of the intrinsic factors in the stomach > 
impaired Vitamin B12 (Cobalamin) absorption. 
After gastrectomy, there are Cobalamin stores that may take up 
to 1-2 years to deplete. After that, Vit B12 deficiency develops. 
In Vit B12 deficiency: High MCV (Macrocytic Anemia), 
Hypersegmented neutrophils, Peripheral paraesthesia, Loss of 
position, vibration and proprioception sense. 
Fatigue, Exertional Dyspnea, Palpitations > Anemia symptoms. 
Rx > Intramuscular Hydroxocobalamin. 


Chronic diarrhea, Weight loss, Perianal fistulas. 
5 Think of SRS 


e Weight Loss is more common in CD than in UC. 

e Diarrhea without blood is more common in CD than in UC. 

e Fistulas are features of CD not UC. “Remember, in CD, there are 
deep ulcers -Transmural- “. 


Review the Key 6. 
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Gastric Carcinoma (Anorexia, Dyspepsia, Weight Loss, Old age). 


This sign is called > Troisier’s sign. 


° Right Supraclavicular Mass -> Oesophageal cancer, Lung cancer, 


Hodgkin’s Lymphoma. 


e Pancoast Tumour > A tumour of the Apex of the Lung (present 
at the top end of either the left or the right lung). It typically 
spreads to the nearby tissues such as the Ribs and the 
Vertebrae. Most Pancoast tumours are Non-small cell lung 
cancer. 


Anti-Mitochondrial Antibodies. ~ Pruritus = Skin Excoriations. 
- Middle aged-Female. - 4 Alkaline Phosphatase. 

- IgM - Jaundice. 

- Common association > 


- Diagnosed by > ERCP. 
- Common association > IBD (particularly Ulcerative Colitis). 
- The others are more or less similar: Pruritus, Jaundice, 4’ ALP. 


The treatment in both conditions > Ursodeoxycholic acid, 
cholestyramine. 
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Remember that: 
Middle-aged Female + Abnormal LFTs + 2ry Amenorrhea > 
. (ALP is normal or mildly 7). 


Case Scenario: 


An elderly with multiple liver metastasis 2ry to colon cancer. 
Drowsy, cachexic. 

Abdominal pain, Jaundice. 

Ascites and LL Oedema. 

Low urine out-put (Oliguria). 

High ALP, High Bilirubin 
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Normal Urea, Creatinine, Potassium and Calcium. 


What is the most appropriate treatment? 


Albumin infusion > 4 Oncotic (Colloid Osmotic) pressure > Shift 
of the fluids from extravascular to intravascular compartments > 
Alleviation of Ascites and Oedema + Good Perfusion to the Kidneys 
and thus restoration of normal urine-output. 


e N.B. Haloperidol can be used in small doses as an anti-emetic. 
e N.B. Haloperidol can cause Hyponatremia. 
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- Autoimmune, Malabsorption disease, results due to sensitivity to 
the Gluten (which is a protein). 


- Eating gluten diet (e.g. Rye, Wheat, Barley) > Villous atrophy of 
the GIT > Malabsorption > Iron deficiency Anemia, Folic Acid 
and Vit. B12 Deficiency, malabsorption of fat. 


e Chronic or Intermittent Diarrhea. 

e Steatorrhea (fatty stools due to malabsorption of fat). 

e Stinking (bad-smell) stools 

e Abdominal discomfort, Bloating, Nausea and Vomiting. 

e Wight Loss. 

e Iron deficiency anemia (the most common), followed by Folate 
deficiency then Vit B12 deficiency. 

e Manifestations of anemia e.g. Fatigue. 


- Complications: Osteoporosis / T-cell lymphoma (rare). 


- Association not to be forgotten > Dermatitis Herpetiformis. 


- Diagnosis: 
e Positive TTG and IgA. (First Line) 


(TTG= Tissue TransGlutaminase Antibodies) 
e Positive Endomysial Antibodies. 
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If TTG is positive, we need to confirm the diagnosis of Celiac 
disease by a Biopsy. > 


Jejunal or Duodenal Biopsy. 
Villous Atrophy. 

Crypt hyperplasia. 

4 inter-epithelial lymphocytes. 


Important: for the biopsy to be accurate, the patient should re- 
introduce the gluten in his diet for 6 weeks before the biopsy. 


- Treatment > Gluten-free diet. 


Example scenario: 
33 Y/O male, Non-smoker. 


Recurrent and Chronic Diarrhea for 6 Months. 
His clothing appears to be ill-fitting (indicative of weight loss). 
Hb=11 MCV= 105 


- The most likely Diagnosis > Celiac Disease. 
- Endoscopy + Duodenal Biopsy will show > Villous Atrophy. 


Scenario on Celiac Disease 


50 Y/O male. 
A Known case of Celiac disease since childhood. 
Recently developed diarrhea and weight loss. 


Think of a complication of celiac > intestinal lymphoma 


(T-cell lymphoma is a rare complication of the celiac disease). 
Copyrights @ PlablKeys.com 
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Remember the following conditions that may develop on top of 
celiac disease: 

1) Iron deficiency Anemia. (The commonest Anemia) 

2) Folic Acid Deficiency. (The 2"? Commonest Anemia) 

3) Vitamin B12 Deficiency. (The 3° Commonest Anemia). 

4) Osteoporosis. 

5) T-Cell Lymphoma (Intestinal Lymphoma). (Rare) 

6) Dermatitis Herpetiformis (Skin Rash). 

7) DM Type 1. 


Treatment of Acute Cholecystitis 
In a stable patient > Laparoscopic Cholecystectomy. 
In a non-stable patient (e.g. high temperature, severe 
tenderness, low blood pressure due to Gal/bladder perforation) 
—> Emergency Laparotomy. 
Incidental finding of Gallstones in an Asymptomatic patient > 
Reassurance. 
Incidental finding of CBD stones in an Asymptomatic patient > 
Laparoscopic cholecystectomy. 


Scenario: 


Sudden onset of Severe Abdominal Pain 

Develops to severe generalised abdominal pain and tenderness 
lll patient (/ies motionless, diaphoretic, with shallow rapid 
breathing) 

Abdominal tenderness and guarding 

Erect X-ray > free air under diaphragm. 
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Key 34 


e Diagnosis > 

e Treatment > 
IV fluids, 1V antiemetics (e.g. metoclopramide 10 mg), 
IV analgesics, IV antibiotics 
Refer for Urgent Surgery to correct the perforation. 


H. Pylori Management (Chronic dyspepsia, indigestion) 


In addition to the following diagram, remember these notes: 


e Triple therapy for eradication of Helicobacter Pylori > 


DDI fa o Qmenrazole) + Amovircillin + Clarithraqamvycin (7-14 davc) 
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Example of Triple Therapy: (for 7 to 14 days) 
Esomeprazole (Proton Pump Inhibitor): 20 mg BID 
Amoxicillin: 1-gram BID 

Clarithromycin: 500 mg BID 


PPI should be stopped 14 days before testing for H. Pylori. 
Antibiotics should be stopped 28 days before testing for H. Pylori. 
After a full course of H. Pylori treatment, we cannot re-test the 
eradication of H. Pylori using serological test. This is because the 


antibodies stay for long time after a successful eradication. 
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No further action is 


| PlabiKeys.com 


e The most important note to remember is that in a treated 
patient of H. Pylori with persistence of the symptoms > we do 
(Not C-14 Nor Stool antigen test). 
e Manifestations of H. Pylori are overlapping, not specific: 


Symptoms of H.pylori infection 
© Abdominal pain with burning 


or gnawing sensation. 
e Pain is often made worse 


with empty stomach; night 
time pain is common. , 
@ Poor apnetite. A ‘ 


Weight loss. 

Heart burn. 

Indigestion (dyspepsia) 
Belching. 

Nausea. 

Vomiting. 

Blood in stool. 
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e Ulcers at various and unusual sites that are resistant to 
treatment > Think of 


Zollinger Ellison Syndrome 

e Characterised by the presence of tumours (Gastrinomas) in the 
duodenum or the pancreas. 
Gastrinoma releases excessive amounts of Gastrin which 
stimulates the parietal cells of the stomach to release more and 
more hydrochloric acid > multiple ulcers 
The ulcers are often resistant to treatment and present on 
unusual sites (e.g. oesophagus, distal duodenum, jejunum). They 
tend to recur after adequate treatment or surgery. 
Due to the excessive hydrochloric acid released by the stomach, 
there might be associated Watery or Fatty Diarrhea. 
Diagnosis > Fasting Gastrin Level (OR) 


Copyrights @ PlablKeys.com 


2£UTTIVUCIMEMISUll OYHMUPUIIC 


Associated 
with MEN1 


Non-beta islet cell 


(Islet of Langerhans) Hydrochloric acid 
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Gastrin-secreting tumor 


Clinical 

* Abdominal pain 
» Chronic diarrhea 
» Dyspepsia 

* Weight loss 

* GI bleeding 


Example scenario 

A patient was recently received a full course for H. Pylori. He now 
attends with burning retrosternal pain for a few days. Endoscopy is 
done and it shows multiple ulcers in the lower oesophagus, 
stomach and duodenum. What should be done next regarding the 
investigation? 


Either Fasting Gastrin Level (OR) Secretin Stimulation Test 


Do not get tricked and pick C13 Urease test! 
Note that an endoscopy is already done and shows that “Multiple” 
Ulcers are seen although he had previously been treated. ( 


) > Think of ZES and 
order Fasting Gastrin Level. 
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Treatment of Ulcerative Colitis 


To Induce Remission: 


e Mild to Moderate UC > Rectal Mesalazine > (If not responding 
then Oral Mesalazine). 


e Severe UC > Admission and IV hydrocortisone. 
To maintain Remission: 
e Oral Mesalazine (If does not work > Oral Azathioprine or Oral 


Mercaptopurine) 


Note: Mesalazine is 5-ASA (Aminosalicylic Acid) 


Treatment of Crohn's Disease 


e To Induce Remission > Oral Prednisolone (First line). 
e To Maintain Remission > Oral Azathioprine or Mercaptopurine. 


When can we decide that it is SEVERE Ulcerative Colitis? 


e >6 bowel movements + Visible blood in the stools. 
+ one of the following: 
e ESR > 30. Or High WBCs and CRP. 
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e HR>9O. 
e Temneratiure > 27 8. 
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e Anemia (Pallor, Fatigue ...etc). 


Scenario: 


Hx of indigestion. Long Hx of Ibuprofen (NSAIDs) intake. Sudden 
onset severe Abdominal pain. Abdominal Rigidity, Absent Bowel 
Sounds, Lying motionless. 


Dx? > Pefforated pepticulcer 


Investigation? > Erect Chest X-ray > Air under Diaphragm. 


Treatment? > IV fluids, Analgesics, Antiemetics, Antibiotics 
> Refer for Urgent Surgery. 


Key 38 | The treatment for celiac disease is > Gluten-Free Diet. 
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Remember! 

Before performing investigations for Celiac disease 

(e.g. Tissue Transglutaminase antibodies / Jejunal or Duodenal 
Biopsy > 


- Autosomal Recessive. 

- ‘ed Intestinal Absorption of Iron > Iron Accumulation 
“Deposition” in Tissues, such as: 

e Liver “The main organ of iron deposition” > Hepatomegaly, 
Cirrhosis > HCC = Hepatoma “Hepatic Cancer”. 


e Pancreas > Diabetes Mellitus. 

e Skin > Bronze Skin (Hyperpigmentation). 

e Joints > Arthropathy. 

e Heart > Arrhythmia, Cardiomyopathy > SOB. 


Remember the triad: Hepatomegaly + DM + Bronze Skin 
Remember that the “iver” is the most likely organ to get cancer in 
Haemochromatosis (Due to Cirrhosis and iron deposition). 


Scenario: 
40 Y/O Male. Fatigue and SOB. DM and Hepatomegaly. High 
Ferritin level. 


e The most likely Diagnosis > : 
e The most likely organ to get cancer > 
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Scenario: 

55 Y/O Male. Skin Hyperpigmentation. Spider Angioma. 
Hepatomegaly. Heart murmur. Mild joint pain. Diagnosed as 
Restrictive Cardiomyopathy. 


e The most likely Diagnosis > yo 

e He is at an Increased Risk of > ‘ 

- Deposition of the iron in the skin > skin Hyperpigmentation. 
(bronze skin). 

- Deposition of iron in the heart > Cardiomyopathy. 

- Deposition of iron in the joints > Arthropathy. 


- Deposition of the iron in the liver > Hepatomegaly > later on 
Cirrhosis > Risk of HCC (Hepatoma). 


—\ firdAar: 
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Key 42 |e Persistent dyspepsia (Severe Recurrent Epigastric Pain at night) 
in a patient who has never had any investigations or treatment 
for it. 


The best “Next” “Initial” Step > 
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- The best investigation that would lead to the diagnosis > 


e In additions to the common features of Vita B12 Deficiency 
(Peripheral Paraesthesia, Impaired proprioception, position and 
vibration sense), there are other uncommon features such as 
(lemon-yellow tinge of the skin and glossitis). 


e N.B. even partial not total gastrectomy can lead to Vit B12 
deficiency in the long-run. 


Chronic diarrhea, recently becomes bloody, + aphthous ulcer + Left 
Lower Quadrant Tenderness + No weight loss. 


- Bloody diarrhea > in favour of UC. 

- Aphthous ulcers > In both UC and CD (more in CD). 

- Left Lower Quadrant > in favour of UC. (in CD Right iliac fossa). 

- Weight loss is more prominent with CD. Here, there is no weight 
loss; therefore, UC is more likely the diagnosis. 


Chronic diarrhea + Abdominal discomfort + Weight Loss + 
Endoscopy shows cobblestone mucosa. 


> Crohn’s Disease. 


Copyrights @ Plab1Keys.com 


Key 46 | Scenario 


42 Y/O Male. 

Dysphagia to both solids and liquids. 

Occasionally, there is severe retrosternal pain. 

Barium Swallow > Dilated Oesophagus that tapers toward the 
distal end. 


- Diagnosis > ; 

- Treatment > . 
Achalasia: 

e Inability to relax the lower oesophageal sphincter (LOS) due to 


an idiopathic loss of the normal neural structure. 
(7 Lower Oesophageal Resting Pressure). 


Investigations: 
X-ray > Megaoesophagus = Large or Dilated Oesophagus. 


Barium meal > Bird’s Beak Appearance of the distal end of the 
oesophagus. 
(Dilated Oesophagus that tapers -Narrows- Towards the distal end of the 
oesophagus) 

+> Oesophageal Manometry > Increased lower 
oesophageal resting pressure. 


- Rx > Dilatation of the lower oesophageal sphincter. 
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Scenario 


40 Y/O Woman. 
Pruritus, Jaundice, 7’ ALP, a Known case of Sjogren Syndrome. 


Investigation > 
Diagnosis > 


- Anti-Mitochondrial Antibodies. 
- Middle aged-Female. 
- IgM 


- Pruritus = Skin Excoriations. 

- 4 Alkaline Phosphatase. 

- Jaundice. 

- Common association > Sjogren’s Syndrome. 


- Diagnosed by > ERCP. 
- Common association > IBD (particularly Ulcerative Colitis). 
- The others are more or less similar: Pruritus, Jaundice, 7s ALP. 


The treatment in both conditions > Ursodeoxycholic acid, 
cholestyramine. 
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Remember that: 

Middle-aged Female + Abnormal LFTs + 2ry Amenorrhea + 

Autoimmune disease (e.g. thyroid disease, vitiligo, DM 1 > 
. (ALP is normal or mildly 1). 


Key 48 


e A patient with Hx of peptic ulcer is liable to get perforated 
peptic ulcer after a surgery. Why? 

- This is because the stress caused by the operation leads to a high 
production of Gastric Acid > Perforated peptic ulcer. 


Scenario: 


A patient with Hx of peptic ulcer underwent a surgery to remove 
the head of the pancreas due to cancer. A few days later, he 
develops abdominal pain with rigidity, tenderness and guarding. 
The vitals are as follow: mild fever, hypotension, tachycardia. 


- The diagnosis > (Acute Abdomen, Shock) 
- The next step > (to see air 
under the diaphragm). 


N.B., We perform Erect chest and abdominal x-ray to seek air 


—— ae | ee ee ees ee eee ee) eee) eee Ri». @tswr ...... <r 


under aiapriragm seen ill Perforated peptic UWicer. INOL Uso Or Cl 
scan! 


In a patient with Positive IgA and Tissue Transglutaminase 
(Suggestive of Celiac Disease), we still need to confirm the diagnosis 
by (Jejunal or Duodenal Biopsy) before advising the patient to 
eliminate the gluten from their diet. 
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Scenario 


ADM type 1 patient with intermittent diarrhea, Abdominal bloating, 
tiredness over the last few months was found to have Positive Tissue 
Transglutaminase Antibodies. What is the next step? 


> Confirm the diagnosis of celiac disease by Jejunal/Duodenal 


biopsy before advising the patient to go on a gluten-free diet. 


Remember that, Celiac disease can be associated with: 
1) Iron deficiency Anemia. (The commonest Anemia) 
2) Folic Acid Deficiency. (The 2"? Commonest Anemia) 
3) Vitamin B12 Deficiency. (The 3° Commonest Anemia). 
4) Osteoporosis. 
5) T-Cell Lymphoma (Intestinal Lymphoma). (Rare) 
6) Dermatitis Herpetiformis (Skin Rash). 
7) DM Type 1. 


A patient came from Kenya (a country in Africa) develops watery 
diarrhea with abdominal cramping. 


The most likely organism > E. Coli 


e Traveller’s diarrhea that is usually of a short period and self- 
limited in 72 hours (especially Hx of a travel to Africa) > E. coli. 
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Loss (If chronic Giardiasis), abdominal pain and bloating 
(Symptoms for > 10 Days) > Giardia. 


e Hx of travel > Prodrome: HIGH Fever (40 degrees), Headache, 
Myalgia > Followed by BLOODY Diarrhea > 


Scenario: 


27 Y/O Female with 1-week Hx of Jaundice, fever, malaise. She has 
recently been diagnosed with hypothyroidism and takes 
levothyroxine. 

LFTs are abnormal 

ALP is 210 


Diagnosis -> AUtSimmnuine|hepatitis. 


Middle-aged Female + Abnormal LFTs + 2ry Amenorrhea + 
Autoimmune disease (e.g. thyroid disease, vitiligo, DM 1 > 
. (ALP is normal or mildly 7). 


e Normal Alkaline Phosphatase is 30-150. If there is increase > 300, 
think of another diagnosis than autoimmune hepatitis. 


e Notes: 

- Airy Biliary Cirrhosis > Middle-aged female, Pruritus, Jaundice, 
4 ALP, associated with Sjogren’s Syndrome. 
Investigation: Anti-Mitochondrial Antibodies. 
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- iry Sclerosing Cholangitis > the same but the association is usually 
IBD (mainly Ulcerative colitis). 
Investigation: ERCP 


- Autoimmune hepatitis > Early-middle aged female, abnormal ALT 
and AST, Normal or mildly elevated ALP + 2ry Amenorrhea + 
another autoimmune disease (e.g. hypothyroidism, vitiligo, 
rheumatoid arthritis, celiac, pernicious anemia) 


Ff Share This Topic On Facebook 


TOrnmie Fr doe << FF FeViOUS NeXt > 


Click here for Notes for ALL 28 chapters for PLAB | 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 


© Copyright 


Important: If you are using your phone to view this page, we strongly recommend activating the 
desktop mode (Desktop site) for higher resolution and images. 


Gastroenterology (GIT) 
Page 5 


Key 52 | Scenario: 


22 Y/O Female 

4 months of intermittent diarrhea and abdominal bloating. 
Blistering rash on her elbow. 

Low Hb. 

Duodenal biopsy shows shortening of the villi + Lymphocytosis. 


Diagnosis > Geliaeldisease 


Blistering rash on the elbow > Dermatitis Herpetiformis (a skin 
lesion commonly linked to Celiac disease) 
Shortening of the villi = Villous atrophy 


Remember that in Celiac disease: 

Positive TTG (Tissue Transglutaminase) 

Duodenal/Jejunal biopsy > Villous atrophy, Crypt hyperplasia, 
lymphocytosis. 


Review Key 30 


Copyrights @ Plab1lKeys.com 


Key 53 


e Receiving certain Antibiotics can suppress the normal flora that 
inhabits the GIT. Therefore, C. Difficile becomes free to infect the GIT 
causing “Pseudomembranous Colitis”. 


e Examples of the antibiotics that can cause C. Difficile: 
Clindamycin, Amoxicillin, Ampicillin, Co-Amoxiclav, Cephalosporin, 
Quinolones (e.g. Ciprofloxacin). 

e Manifestations: 

- Diarrhea (might be bloody). 

- Abdominal pain (might be very severe). 

- Fever. 

- High WBCs and CRP. 


e Investigation > Clostridium Difficile Toxin (CDT) in the stools. 
e Treatment: 

- 1% Line > Oral Metronidazole. 

- 24 line > Oral Vancomycin. 


Scenario 

A patient with Cellulitis admitted for 3 days and treated with 
clindamycin. Soon after, he develops bloody diarrhea, abdominal 
pain and high fever. WBCs and CRP are high. 


e The diagnosis? > . 
e The treatment> > , 
Scenario 


40 Y/O male with type 2 DM. 


Complains of pain in his joints, increase in breast size, fatigue. 
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O/E: deep tan coloured skin, enlarged liver. 


Diagnosis? -> (RSMOennOMmanosis 


Autosomal recessive, accumulation of iron in the tissues 

Liver > hepatomegaly, cirrhosis > risk for cancer (HCC = Hepatoma). 
Heart > arrhythmia, cardiomyopathy. 

Skin > bronze skin / deep tan skin / skin hyperpigmentation. 
Joints > arthropathy 

Pancreas > DM. 


Key 55 | 40 Y/O Obese female + 
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GOVE UVES! UNUUEINTTTIUME UES fF 
Vomiting + 
Fever and { WBCs (inflammatory element) 


> Acute cholecystitis. 


Review the Key 13 for more. 


Scenario 


24 hours after ERCP (Endoscopic Retrograde 
Cholangiopancreatography) for gallstone, a 40-year-old female 
returns to the A&E complaining of severe right upper quadrant 
pain and tenderness, high fever (38.9 degrees) and she looks 
yellow. 


- The likely diagnosis > Ascending Cholangitis. 
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Remember: 

Acute “Ascending” Cholangitis: 

s (frj) > Fever, Right upper quadrant pain, 
Jaundice. + HL (HypOtension and Leucocytosis). 

e Investigations > Ultrasound and Blood cultures. 


Key 57 | Scenario 


A patient who has underwent an endoscopy for chronic dyspepsia 
yesterday returns to the hospital today complaining of chest pain 
and SOB. The pain is worse at the epigastric area and radiates to 
the interscapular region of the back. The abdomen is soft, lax, and 
non-tender. He is tachypnic, tachycardic, mildly feverish with 
normal hypertension. 


X-ray is performed and shows the following result: 
= = z 


- The likely diagnosis is > Mediastinitis. (likely posterior) 


e There could be oesophageal perforation during the endoscopy 
performed recently that has led to mediastinitis. 
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The X-ray provided shows > Mediastinal Widening. 

The prominent symptom of mediastinitis is Chest Pain. 
Anterior mediastinitis > pain mainly in the subcostal area. 
Posterior mediastinitis > pain mainly in the epigastric region 
and radiates to the interscapular region of the back. 
Treatment > Antibiotics + repairment of the perforation. 


e Notes: 

- Normal BP excludes vascular injury (e.g. traumatic aortic injury). 

- Clear lung fields exclude aspiration pneumonia and 
pneumothorax. 


Slowly progressive Dysphagia in a young adult. 

No Weight loss. Hb is normal. 

Hx of taking H2-blockers (e.g. Ranitidine) for retrosternal 
discomfort (GORD) for long period 


> think of a benign stricture (e.g. peptic stricture). 


Stricture 


The history of taking H2-blockers indicates that the patient has 
long complained of GORD. The reflux is erosive that can cause 
scar and thus stricture. 
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Key 59 


e TTF-1 (Thyroid Transcription Factor 1) is a marker for iry 
pulmonary adenocarcinoma. 

e Metastasis from Lung to Liver can occur Mainly via 
(Haeimatogenous route). 


e Metastasis form LUNG to LIVER > Hematogenous 


m4 > heart > aorta > celiac trunk > common hepatic artery > 


42 Y/O male attend the A&E with severe crushing retrosternal pain 
that has started when he drank cold water an hour ago. He is given 
sublingual nitroglycerin and the pain subsides. ECG shows sinus 
rhythm. Cardiac enzymes are normal. Vitals are normal. 


> The likely diagnosis > Oesophageal spasm. 


- Intermittent and Unpredictable SEVERE Chest Pain. 

- “Retrosternal Pain similar to MI but with no relation to 
exertion” V 

+ Dysphagia. 

- Aggravated by cold drinks. Vv 
- Barium meal > Corkscrew Appearance of the oesophagus (at 
the spasm time). 


- The most accurate test > Manometric studies ? 


High intensity disorganised contractions. 
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> CCB “Calcium Channel Blockers” (e.g. Nifedipine) and 
Nitrates v. (N and N) 


Remember, Spasm takes 2 Ns. 


Chronic bloody diarrhea + biopsy shows crypt abscess 


> Ulcerative Colitis 


- Endoscopy > Skip lesions, Transmural (deep Ulcers), 
Cobblestone appearance 


- Histology > Granuloma. ¢ Goblet cells. 

- Examination > Abdominal Pain or Mass on the RIGHT iliac fossa. 
- Diarrhea “Usually Non-bloody”. 

- Weight loss is more common. 

- Fistulae, perianal fistulas. 


- Barium enema > Loss of haustration, drain pipe appearance. 
- Histology > Crypt Abscesses. (J) Goblet Cells. 

- Abdominal pain on LEFT lower quadrant. 

- Bloody Diarrhea is more common. 

- Primary Sclerosing Cholangitis is more common. 


Aphthous oral ulcers occur in both CD and UC, 


However, they are slightly more common in CD. 


Crohn’s Disease Treatment 
1° line > Prednisolone. 
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2"4 line > Budesonide. 
3rd line > 5-ASA (e.g. Mesalazine) 


If prednisolone and Budesonide are no given in the options, pick 
Mesalazine. 


Severe shooting recurrent episodes of rectal pain that are brief, 
transient and self-limiting without any abnormalities seen on 
Sigmoidoscopy. 


> Proctalgia Fugax 


e Liver biopsy shows large amounts of iron pigment within 
hepatocytes > Haemochromatosis. 

e Liver biopsy shows large amounts of iron pigment within Kupffer 
cells > Hemosiderosis. 


Key 66 


Left Supraclavicular lump (Virchow’s Node) + Weight Loss + 
Anorexia + Old age > 


A 40-year old male presents with diarrhea, abdominal pain and 
weight loss for the last 4 months. He has finger clubbing, perianal 
skin tags. Colonoscopy shows Transmural Granulomatous 


inflammation involving the ileocecal junction. 


The likely diagnosis > Crohn’s disease. 


Non bloody diarrhea. Weight Loss. Perianal Skin tags. > more 
common in CD than in UC. 

The transmural ileocecal inflammation > CD. 
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For your knowledge: 


Common Causes for finger Clubbing: 
Causes of Clubbing 


C > Cyanotic Heart Disease (e.g. Fallot’s tetralogy, TGA) 
Cystic Fibrosis 
L > Lung cancer. 
Lung Abscess. 
U > Ulcerative Colitis and Crohn’s Disease. 
B > Bronchiectasis 
B > Benign Mesothelioma. 
| > Infective “Bacterial” Endocarditis. 
__ Idiopathic Pulmonary Fibrosis. 
N > Neurogenic tumors. 
G> GIT disease. 
Secondary Causes of Clubbing 


Cardiac Respiratory Gastrointestinal 


e Infective e Bronchial e Inflammatory e Thyroid 
endocarditis carcinoma bowel disease acropatchy 
e Congenital e Bronchiectasis | ¢ GI lymphoma (Graves’) 
heart disease e Empyema © Celiac ¢ Familial or 
e Atrial myxoma | ® Cystic fibrosis disease congenital 
e Sickle cell e Interstitial lung e Hepatic e Malignancy 
disease disease cirrhosis e Pregnancy 
e Lung abscess 
e Mesothelioma 
¢ Sarcoidosis 


An elderly patient with Hx of smoking attends complaining of 
inability to swallow both solids and liquids for 10 months. Barium 
swallow shows oesophageal dilatation with a smooth narrowing at 
the distal end of the oesophagus. 
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The likely diagnosis > Achalasia 


The old age and Hx of smoking given here are distractors. 


- Inability to relax the lower oesophageal sphincter. 

- Onmanometry > Increased lower oesophageal resting pressure. 

- Barium swallow > bird beak appearance (Dilated Oesophagus that 
tapers -Narrows- Towards the distal end of the oesophagus) 

- Rx Dilatation of the lower oesophageal sphincter. 


An elderly woman residing the nursing home complains 5 days 
diarrhea. She is on analgesics for her osteoarthritis and back pain. 
Rectal examination reveals hard impacted stools. 


The immediate management > Phosphate Enema. 


e This elderly woman has primarily prolonged constipation that 
has led to fecal impaction. The food does not pass but the water 
passes and flow around the blockage; thus, she presented with 
diarrhea. This is called > ; 

e The cause of her constipation might be due to opioids 
(Analgesics) as they reduce the intestinal peristalsis > Fecal 
impaction and constipation. 

e Fecal impaction is also a common complication of constipation in 
those residing “the nursing home” and those who are bedridden. 
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Key 69] e Acute cholecystitis is fairly common with pregnancy. 
This is because the pregnancy changes the composition of the bile 


(+) it slows the emptying of the gallbladder > gallstone formation. 


e ALP is normally elevated during pregnancy and early postpartum. 


Scenario with analysis 


A woman who has just delivered her baby 3 days ago presents with 
severe epigastric pain, nausea and chills. Her BP was normal during 
the pregnancy and is still normal. Her temperature is 37.3°C. 
Urinalysis shows no protein. 

ALT 600 

ALP 600 

Bilirubin 25 

Hb 102 

WBC 14 

Platelet 330 

INR 1 


> Acute Cholecystitis 


e The presenting symptoms + The recent Hx of pregnancy make 
the acute cholecystitis more likely. 
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Key 71 


~ SVE NG) Peer Sy sile F 
We can see that platelet is normal and Hb is normal for postpartum 


period. 
(In HELLP > Hemolysis (Low Hb), Elevated Liver enzymes, Low 
Platelets). 


e Why Not Acute fatty liver of pregnancy (AFLP)? 


Platelet count is normal + there is no hypoglycemia nor ¢ 
ammonia. 


Remember that: 


* HELLP Syndrome +> Hemolysis, Elevated Liver enzymes, Low 


Platelets. 
e AFLP > ELLP (without Hemolysis) + (J) Glucose + (4*) Ammonia 


e Why not pre-eclampsia? 
There is no hypertension nor protein in the urine. 


e Why not Obstetric cholestasis? 
In obstetric cholestasis, there would be severe pruritus (due to 7 


bile salts) 


Intermittent diarrhea and abdominal bloating + Fatigue 
=> 


Severe central abdominal pain radiates to the back and relieves 
when bending forwards + Vomiting 
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Key 72 


(classical presentation). 


What is the next step in the management? > initially Supportive 
IV fluid “Fluid resuscitation” 

+ 

Analgesics 

+ 

Nutritional support 


Old age + Weight Loss + Chronic Abdominal pain, Bloating and 
Diarrhea or Constipation + Anemia 


-> Bétform Colonoscopy (suspected colon cancer) 


Key 73 


Scenario 


55 Y/O male. Hx of worsening, intermittent dysphagia. Occasional 
Regurgitation of food. Recurrent respiratory infections. No weight 
loss. 


~> Wehialasia. 
The word “Regurgitation” > Achalasia or Pharyngeal pouch. 


In pharyngeal pouch, there will be other specific features (e.g. 
Halitosis and a sensation of a lump in the throat. 


N.B. If there was a Hx of Weight Loss, we would think of Oesophageal 
cancer. 

N.B. The recurrent chest infections mentioned are mainly due to 
aspiration pneumonia due to the regurgitation. 
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The major cause is Alcohol (80% of the cases). 
Epigastric pain that radiates to the back. 
The pain is episodic (comes and go). (Remitting and relapsing). 
The pain is aggravated by eating. 
Weight loss > due to the fear of eating “as eating usually 
exacerbates the epigastric pain” + due to the malabsorption. 
Steatorrhea (Pale, offensive and loose stool that is difficult to flush) 
> This occurs due to malabsorption. 
Remember that the healthy pancreas secretes lipase enzyme that 
digest the fat and facilitates its absorption. 

e Later on, > DM and Jaundice. 
It is different from Acute pancreatitis in the chronic nature of the 
disease. i.e. the symptoms of the epigastric pain come and go over a 
long period of time. 
Also, the serum Amylase and Lipase are not tremendously elevated 
in chronic pancreatitis. 


e Investigations: 
- Initial > U/S abdomen and X-ray abdomen. 


- Abdominal X-ray > Diffuse abdominal calcifications. 
- The gold standard > 


. > shows 


pancreatic Calcifications. 


e Treatment: 

- Analgesics. 

- Pancreatic enzyme supplements. 
- Fat soluble vitamins. 


Copyrights @ PlablKeys.com 


Key 75 


Remember that 

e In Ulcerative colitis > the histology shows | Goblet cells. 

e In the Crohn’s disease there is 4 in the Goblet cells. + 
Granulomas 


Remember 
In Pernicious Anemia, Vitamin B12 Deficiency develops. 


The treatment in this case is Intramuscular Hydroxocobalamin. 


We cannot give Oral Vitamin B12 Supplements. Why? 


Pernicious Anemia > Autoimmune Atrophic Gastritis > Loss of 


gastric intrinsic factors that are required for Vit B12 absorption. 


Therefore, Oral tablets will not be absorbed due to the loss of the 
gastric intrinsic factors. 


What if the cause of Vit B12 Deficiency is dietary (in Vegans)? 
> Oral Vitamin B12 supplement can be given. 


N.B. Cobalamin = Vitamin B12 


Alcoholism + Haematemesis (+ Melena) + Signs of Chronic Liver 
Disease (e.g. Ascites, Spider Naevi). 


> Oesophageal Varices (Due to chronic liver disease caused by 


alcohol and led to PHT -Portal Hypertension- and thus oesophageal 
varices). 


Copyrights @ PlablKeys.com 


| N.B. Do not rush into Mallory-Weiss Tear! It is just an oesophageal | 


tear that develops due to repetitive vomiting and retching seen in 
alcoholics especially after a night full of alcohol intake. There won’t 
be associated signs of liver disease such as ascites or spider naevi. 


How To manage Acute Oesophageal Varices Bleeding? 
e ABC (Including IV fluid resuscitation) 


e Terlipressin and prophylactic antibiotics should be given to 
patients at presentation (i.e. before endoscopy) 

e Endoscopy > Band ligation should be used for oesophageal 
varices and injections of N-butyl-2-cyanoacrylate for patients 
with gastric varices. 

N.B. If Band ligation is not available > Sclerotherapy as first line. 

e Transjugular intrahepatic portosystemic shunts (TIPS) should be 
offered if bleeding from varices is not controlled with the above 
measures. 


N.B., We do not give PPI (Proton Pump Inhibitors) if the 
suspected cause of the Oesophageal bleeding is Varices. 
Otherwise, if the cause is peptic ulcer for instance, we can give 
IV PPI. 


Key 78 


e Diarrhea > > 3 watery or loose stool per day. 
e Acute Diarrhea > < 14 days. 
e Chronic diarrhea > > 14 days. 


A patient with diarrhea sometimes bloody for 7 days (Still Acute) 
+ Abdominal pain. What to do next? 


Order > Stool culture, microscopy and sensitivity. 
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e It is still too early to decide on whether this is a case of 
Ulcerative colitis or no. It has been there for 7 days only (still 
acute). 

e We begin with stool microscopy, culture and sensitivity to 


exclude any infectious disease caused by organisms such as 
E. Coli, Shigella, Salmonella, Campylobacter pylori, Giardia and so on. 


e Then, accordingly, we may proceed to Colonoscopy + Biopsy. 


Under the prolonged hydrochloric acid reflux to the oesophagus (in 


those having GORD) > the lower oesophagus undergoes 
“Metaplasia” which means that the epithelial lining the mucosa of 
the lower oesophagus will change from squamous to columnar 
epithelium. 


[Squamous epithelium turns to Columnar epithelium with goblet cells] 


This is a precancerous condition as it can develop to oesophageal 
Adenocarcinoma of the lower 1/3 of the oesophagus. 


N.B. 
Achalasia > SCC of the upper 2/3 of the oesophagus. 
Barret > Adenocarcinoma of the lower 1/3 of the oesophagus. 


Sudden onset of epigastric pain that radiates to back and relieved 
by sitting and bending forwards + Vomiting + Hx of alcohol or 


Gallstones or ERCP or Trauma + fever 
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> Classical for 


Autosomal recessive Unconjugated (indirect) hyperbilirubinemia. 

e Due to decreased activity of UGT-1 enzyme which conjugates the 
bilirubin with the glucuronic acid. 

e Can be precipitated by (infection), (stress), (fasting) ...etc. 

e Allliver function tests are normal despite a “mild” 4 bilirubin. 

e Usually asymptomatic but can Present with jaundice only + Hx of 
a recent infection. 

e Although it is unconjugated hyperbilirubinemia, the reticulocyte 
count is normal because the reason is not hemolysis. 

e Urine dipstick is also normal. 


e Comparison Point: 
in EI the raised bilirubin is the 


Conjugated (Direct) bilirubin; thus, the urine dipstick is 
abnormal and shows hyperbilirubinemia. 


e In short: Isolated jaundice (¢ bilirubin) with all other tests 
being normal > Gilbert’s syndrome. 


Scenario 


A 20 Y/O male 

Presents with yellow sclera and skin 

Hx of URTI 

Urine dipstick is normal 

Bilirubin is 40 (mildly raised) 

ALT, AST, ALP, Albumin Hb, Reticulocytes are normal 
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The likely diagnosis > Gilberts syndrome 


Why not G6PD? 
In G6PD, there is hemolysis; thus, 7. reticulocytes. 


Why not Acute hepatitis? 
In acute hepatitis, tremendously 7. ALT and AST. 


Why not Dubin Johnson’s Syndrome? 
In DJS, urine dipstick will show bilirubin. (Conjugated). 


Severe pain on defecation + tender, reddish blue swelling near the 
anus > Perianal hematoma = (External thrombosed hematoma) 


In haemorrhoids, it is not painful unless infected or thrombosed. 

Also, there is usually a sort of bleeding Hx such as blood on tissue 
when wiping. In Addition, haemorrhoids are within the anus, not 
near it or around it. 


Scenario 


40 Y/O male with Hx of EPISODIC “remitting and relapsing” upper 
abdominal pain has visited the hospital several times for this pain 
in the last several months. The serum amylase was gradually 
increasing on each visit. U/S and Endoscopy were done but found 
to be normal. The abdomen is soft but mildly tender at the 
epigastrium. 
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What is the likely diagnosis: > 
What is the likely cause? > 
What is the best next investigation? > 


Review Key 74 


Diarrhea, bloody sometimes, pain and tenderness in lower right 
quadrant, weight loss, oral ulcers, smoker > 


Although bloody diarrhea is not common in CD compared to UC, it 
still can occur. All other given features are more common in CD 
than in UC. 
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Key 85 | Constipation 


An elderly with prostate cancer and bone metastasis complains of 
passing stools only once every for days. He drinks adequate fluids 
and describes his stool as soft. What is the management? 


This patient is obviously taking opioids to control his pain due to 
bone metastasis. A common side effect of opioids is Constipation. 


Since there is no impacted stool > No phosphate enema. 
Since there is no hard stool > no stool softeners. 

Low residue diet = Low fibre diet > Absolutely wrong as we 
should give high fibre diet in constipation. 

We are left with (Stimulant laxatives such as Senna) and 
(Osmotic laxatives such as Lactulose and Macrogol). 


The order of interventions for constipations are as follow: 
1) High fibre (residue) diet. 
2) Senna (Stimulant Laxatives). 
3) Lactulose or Macrogol (Osmotic Laxatives) 
4) Add a prokinetic agent (such as domperidone, 
metoclopramide, erythromycin) 
5) Dantron. 
6) Seek specialist advice. 
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According to this order, the answer is > Senna (Stimulant Laxatives). 
N.B. Senna is tried before lactulose in general. However, in 
pregnancy, we use lactulose as Senna might be harmful. 


lleal resection (malabsorption) 
+ Fatigue and Palpitation (due to Anemia) 
+ low Hb and High MCV 


> WiteiRIBADTAETCIENEY. (Key 12) 


The site of the main absorption of: 


e Iron > Duodenum. 

e Folic Acid > Duodenum and Jejunum. 
e Vit B12 > Terminal (Distal) Ileum. 

e Bile salts > Terminal (Distal) Ileum. 

e The majority of nutrients > Jejunum. 


To make it easy, memorise the following: 
lron > duodenum 

FA > jejunum 

Vit B12 > Terminal ileum. 


40 Y/O male. 

Intermittent dyspepsia for 4 months. 

H. Pylori serum antibodies > Negative. 
Received PPI for 1 month > Not improved. 


What is next? > 
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Key 88 | A young woman with Hx of chronic intermittent diarrhea lately 
becomes bloody with increased frequency of diarrhea and with 
abdominal pain and distension. She is tachycardic, hypotensive, 
feverish and with high WBCs and CRP and low Hb. 


Dx: Ulcerative Colitis (Acute flare -exacerbation) = Toxic megacolon. 
Ix: Erect abdominal X-ray > Mucosal edema + TV colon distension. 
Rx: IV Hydrocortisone. 


When to nen severe colitis (Acute Exacerbation of UC)? 


e >6 bowel movements + Visible blood in large amounts. 
e ESR > 30. Or 7} WBCs and CRP 
e HR>90. 
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e Temperature > 37.8. 
e Anemia (Pallor, Fatigue ...etc). 


Toxic Megacolon on Abdominal 


X-ray 


> Dilated colon with thumb 
printing (Mural Edema) especially 
in the transverse colon. 


Key 89 | An elderly male living in nursing home suffers from constipation. 
He is agitated and slightly confused. Rectal examination reveals 
impacted stool. What is the management? 


- Impacted stool > Phosphate Enema. 


- Hard stool but not impacted > Stool softeners. 


- Constipation with soft stools > High fibre diet > Senna (1° line), 
Lactulose or Macrogol (2 line) 
- Pregnancy with constipation > Lactulose (1° line). 


(Do not Forget this!) 


e Seen mainly in children aged 5-9 years but can occur in adults. 
e No abnormal findings on examinations and investigations. 
e Characteristics: 
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- Episodes (Paroxysmal) (Attacks) of central or peri-umbilical 
severe pain that last for 2 1 hour and interferes with activities. 
- Associated with episodic headaches and 2 or more of the 


CTS gAnorexiagNauseagVomitinggPallor 
e Treatment > Reassurance 


Key 91 | A patient with celiac disease for 2 years underwent duodenal 
biopsy that shows lymphomatous infiltrates. 


The likely diagnosis > Lymphoma. 


Remember, T-cell lymphoma is a rare complication of celiac 
disease. 


Remember the following conditions that may develop on top of 
celiac disease: 

1) lron deficiency Anemia. (The commonest Anemia) 

2) Folic Acid Deficiency. (The 2"? Commonest Anemia) 

3) Vitamin B12 Deficiency. (The 3° Commonest Anemia). 

4) Osteoporosis. 

5) T-Cell Lymphoma (Intestinal Lymphoma). (Rare) 

6) Dermatitis Herpetiformis (Skin Rash). 

7)DM Type 1. 


Key 92 | An elderly woman has recently been treated with broad-spectrum 
antibiotics for UTI. Now, she develops bloody diarrhea and severe 
abdominal pain. She is feverish and with high WBCs and CRP. 
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e Treatment of choice > Oral Metronidazole (1% line) 


e Sometimes the metronidazole would not be given in the choices. 
So, pick the second line treatment > 


N.B. for simple UTI, start with low spectrum antibiotic such as 
Trimethoprim or Nitrofurantoin. 

This is because the strong (broad-spectrum) antibiotics are able to 
kill the normal gut flora, giving the clostridium difficile to grow and 
attack the GIT, leading to pseudomembranous colitis. 


Review Key 53 


Key 93 | Remember that steatorrhea can be described in a stem as (frothy 
stools that are difficult to flush). 


Steatorrhea +Diarrhea + Abdominal pain + Low Hb + Low iron- 
ferritin- or Folic Acid or vit B12 > Think of Celiac disease 


Order -> Tissue Transglutaminase antibodies (IgA). 


Key 94 | Awoman admitted to a hospital for Pulmonary Embolism 
management for 3 days. She now develops epigastric pain, 
diarrhea, nausea bit no vomiting. There is no blood in stool. 


The likely diagnosis > Gastroenteritis. 


e Gastroenteritis is very common in admitted patient (in the 
hospitals) particularly due to the abundance of the Norovirus in 
the hospitals. 
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e It manifests as Acute onset diarrhea + Abdominal pain (central 
or epigastric) + Vomiting. 
e The patient should be isolated until the diarrhea resolves. 


Ss 
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Disseminated intravascular coagulation (DIC) 


Sepsis + Bleeding 

“e.g. Purpura, Petechia, GIT bleeding, Ecchymosis, ENT bleeding, Bleeding from 
the site of venepuncture” 

+ 

J Platelets, ) Fibrinogen 

& PT, & PTT, T INR, & Fibrin degradation products e.g. D-dimers 


> DIC “Disseminated Intravascular Coagulation”. 


¢ Disseminated intravascular coagulation (DIC) is a condition in which blood 
clots form throughout the body, blocking small blood vessels. Symptoms may 
include chest pain, shortness of breath, leg pain, problems speaking, or 
problems moving parts of the body. As clotting factors and platelets are used 
up “depleted”, bleeding may occur. 


¢ Features > bleeding from any site. This may include blood in the 
urine, blood in the stool, or bleeding into the skin, purpura, petechia, 
ecchymosis, GIT bleeding, ENT bleeding. Complications may include organ 


failure. 


# Common causes > sepsis, surgery, major trauma, cancer, and complications 


of pregnancy. (Any of these can precipitate DIC). 
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¢ Diagnosis is typically based on blood tests. Findings may include: 
low platelets, low fibrinogen, 
high INR, high PT, high PTT, high D-dimer, high bleeding time. 


¢ Treatment 
V Treat the underlying condition (e.g. sepsis). 


Vv Platelet or Fresh Frozen Plasma (FFP) transfusion. 


Important Notes 


e 4 PTT + (Bleeding into muscles or joints or easily bleeds) 
> think of haemophilia. 


e 4 PTT and 7% Bleeding Time + (Mucosal Bleeding) 
> think of VWD “Von Willebrand Disease”. 


¢ 1 PTT and 7% PT and # Bleeding Time + (Bleeding at any site e.g. purpura, 
petechia, GIT, ENT, venepuncture site) 


=> think of DIC. 


¢ Only \ Platelets + Bleeding/ Purpura + Hx of URTI > 
ITP “Idiopathic Thrombocytopenic Purpura) 


Key | Lymphadenopathy + Splenomegaly + Weight loss + B Symptoms 
> Think of Lymphoma (either Hodgkin or Non-Hodgkin). 
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¢ Hodgkin > 
V Histology shows Reed-Sternberg cells “important v” “Multinucleated Giant 


Cells”. 
V Bimodal Age: < 25 or > 55. 


¢ Non-Hodgkin > No Reed-Sternberg cells. Age is usually 25-40 YO. 


¢ B Symptoms > 
Unintended Weight Loss Unexplained Fever ll Drenching Night Sweats. 


Manifestations of Lymphoma 

V Painless, Rubbery slowly progressive Peripheral lymphadenopathy. “The 
commonest”. 

Vv Systemic manifestations > fever, malaise, fatigue, weight loss (Late stage). 
Vv B Symptoms > Unintended Weight Loss ] Unexplained Fever ] Night Sweats. 
V Splenomegaly, Hepatomegaly. 

Vv BM is frequently involved > Pancytopenia > Anemia, Infections, Bleeding. 


A Quick Note for Some 


Some students might get confused with the Hemoglobin Units. 
Simply, 13 g/dL. is the same as 130 g/L, and so on. 


Example (1), 


19 YO @ presents with a painless neck lump that is enlarging in size. He says 
that he has been told that her is getting thinner. He also says that he feels 
tired, fatigued and suffers from night sweats. He denies any recent Hx of travel 
abroad. His spleen is enlarged and his temperature is 38.3. 


The likely Dx > Hodgkin’s Lymphoma. 
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Painless Cervical Lymphadenopathy + B Symptoms + Splenomegaly > Think 
of Lymphoma 


In PLAB 1, it is unlikely that you will need to differentiate between Hodgkin and 
Non-Hodgkin’s lymphoma. They will usually give you either one, pick it if the 
Triad above exists. 


Example (2), 

26 YO 2 Has returned from New York City to the UK. 3 weeks later, she 
presents with Drenching night sweats and fever. O/E: Enlarged, non-tender 
cervical LNs. 


The Likely Diagnosis > Lymphoma. 


¢ Do not get tricked by the Hx of travel. New York is not a prone area for TB. 
* TB “Tuberculosis” prone areas include — South Asia, Sub-Saharan Africa. 


Painless Cervical Lymphadenopathy + B Symptoms + Splenomegaly 
> Think of Lymphoma 


¢B Symptoms > 
Unintended Weight Loss i Unexplained Fever j Drenching Night Sweats. 


¢ Points in favour of TB: 

V Hx of travel to or from South Asia or Sub-Saharan Africa. 

V the Palpable LNs are initially tender and firm and discrete. 

V There is usually Chronic Productive Cough + Bloodstained sputum. 
Vv + Erythema Nodosum. 
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Although Toxoplasmosis can present with Splenomegaly and Cervical 
lymphadenopathy, weight loss is usually not seen in Toxoplasmosis. 


Example (3), 


56 YO ¢ with HIV- infection presents with painless peripheral 
lymphadenopathy, night sweats, weight loss, fever and splenomegaly. 


The likely Dx — [Non-Hodgkin's Lymphoma. 


Important note — The most prevalent of the HIV-related lymphomas is diffuse 
large B-cell non-Hodgkin's lymphoma, followed by Burkitt's lymphoma. 


Key | V Fatigue, Tiredness, Lethargy (+) 
3 |v Pruritus “itching” especially after hot shower (+) 
V Splenomegaly (+) 
V Burning sensations in fingers and toes (+) 
Vv Gout “due to 7 cell turnover” 


> [Polycythemia Rubra Vera (PRV) “Primary Polycythemia” 


e It is a malignancy. 


¢ Mutation in JAK2 gene > JAK Mutation Screen is the Investigation of Choice. 
+ Excessive Proliferation of RBCs, WBCs and Platelets (All 4) 


> High “Hematocrit”: may exceed 55% 


> of the blood 


\X AW p:ekl £4 AA PAs Mle OC8..IL. 
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e Other manifestations: 
V Facial Plethora “redness”. 


V Headache 
V Hepatomegaly 
Vv Low/normal serum erythropoietin. 
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e Treatment: 
v Venesection “Phlebotomy” > to reduce the elevated haematocrit and 
thus reduce the blood viscosity “the mainstay of the treatment”. 


V Low dose Aspirin (75 mg OD) > for fear of thrombosis. 


V It is malignancy 
> Chemotherapy: 
< 40 YO > Interferon 40 YO > Hydroxyurea. 


Key | Chronic Myeloid Leukemia (CML) 
e 40-50 YO. 
¢ Massive Splenomegaly “May reach the right iliac fossa”. 
Remember (CML = Crazy Massive Large Spleen) 
¢ S77 WECs “often > 100 X 10°/L “ 
e Differential shows Granulocytes at ALL STAGES of development without Blast 
cells. 
“4 Neutrophils (Predominant), myelocytes, basophils, eosinophils” 
e Cytogenetics > Ph Chromosome. 


Chronic Lymphocytic Leukemia (CLL) 

¢ Older (usually > 65 YO). 

e Asymptomatic or may present with anemia and recurrent infections 
(dysfunctional WBCs), lymphadenopathy ...etc. 

e 77 WECs (But dysfunctional) with Lymphocytes Predominance. 
¢ Blood smear > Mature Lymphocytes with Smudge cells. 


Acute Lymphoblastic Leukemia (ALL) 
° Children. 
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| Vv Low Hb > Anemia > Fatigue...etc. | 


V Low WBCs > Recurrent /nfections. 
V Lowe Platelets > Thrombocytopenia > ae, 


¢ Bone Marrow Aspiration/Biopsy > |Numerous Blasts. 


In the exam, pancytopenia is either ALL or Aplastic Anemia. BM biopsy 
can differentiate. 


Acute Myeloid Leukemia (AML) 

Rarely Asked. However, remember these simple points: 

ADULT (Not children) 

* Auer rods on blood film. ¢ Adults. * Gingivitis. ¢ Gum bleeding 
¢ Bone Marrow Aspiration/Biopsy > Numerous Blasts, 


If you see numerous blast cells on Bone Marrow Biopsy and: 
¢ The patient is a child > ALL (Acute Lymphoblastic Leukemia) 
¢ The patient is an adult > AML (Acute Myeloid Leukemia). 
Numerous Blasts = Acute Leukemia. 


Child (Up to 15 YO), Pancytopenia, Blast cells. el 
Adult (20-30 YO), Auer rods, Blast cells. 


Middle age (40-50 YO), Massive Splenomegaly, Philadelphia 


chromosome, Granulocytes (Neutrophils, basophils eosinophils) 
without blast cell, in all stages of maturation (i.e. myelocytes, 
metamyelocytes...) 


Old (> 60 YO), usually no splenomegaly, smudge cells, Cervical LNs, 
Mature Lymphocytes. 


Copyrights @ PlablKeys.com 


Example (1), 

44 YO male presents with fatigue and otherwise asymptomatic. 
Hb: 81 g/L J WBCs: 133 X 109/L ff Platelets: 550 X 10°/L. 

4’ Neutrophils, basophils, eosinophils. 

Peripheral blood smear shows = all stages of maturation. 


The likely Diagnosis > (CML “Chronic Myeloid Leukemia”). 


Note that the patient does not always have massive splenomegaly. 
The presence of all stages of maturation along with the enormous increase in 
the WBCs diagnose CML. 


Example (2), 
5 YO child presents with fever, pallor. He is not active and always feels tired. 
His spleen is enlarged. His labs: 


Hb: 72 g/L [| WBCs: 2 X 10°/L ff Platelets: 44 xX 109/L. 


The likely Diagnosis > |JALL “Acute Lymphocytic Anemia”. 


Important Notes: 


V Note that WBCs in ALL might be normal, high or low. 

Vv The symptoms of pallor and fatigue are attributed to the Anemia and these 
are the most common presenting features in ALL. 

Vv Fever is due to recurrent infections because WBCs are low. 

Vv Note that Bone morrow should be performed next as it will show Blast Cells 
and thus confirm the diagnosis. 


Example (3), 
29 YO male with fatigue, loss of energy, ecchymosis, gum bleeding, Dizziness, 
Dyspnea on exertion, Bone pain, Hepatosplenomegaly. 
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WBCs os 102 X 10°/L. Bone Marrow Biopsy > Numerous Blasts. 
The likely Dx > AML “Acute Myeloid Leukemia”. 

If you see numerous blast cells on Bone Marrow Biopsy and: 

4 The patient is a child > ALL (Acute Lymphoblastic Leukemia) 


¢ The patient is an adult > AML (Acute Myeloid Leukemia). 
Numerous Blasts = Acute Leukemia. 


Example (4), 


51 YO 9 presents for check-up. Pale Conjunctivae are noted. Upon 
examination, there is massively enlarged spleen. The FBC results are: 
Hb: 102 g/L J WBCs: 65 X 10°/L ff Platelets: 802 X 109/L. 


The likely Dx > CML “Chronic Myeloid Leukemia’ 


Vv CML > Crazy Massive Large spleen. 
Vv Age is also supportive (40-50) 
Vv Very High WBCs “Normal WBC: 4-11 X 10°/L 


Example (5), 
4 YO Child presents with fever, pallor, tiredness and decreased appetite. There 
aro doon rarvical nalnahlo 1 Ne Aiit nat tandor Thora ic cnlannmasaly Tharea ic 
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a Hx of recurrent throat infections. 
Hb 9 ff mcv 80 J wecs 2 


The likely Dx > [Acute Lymphoblastic Leukemia (ALL). 


i” 


Copyrights @ PlablKeys.com 


Example (6), 
50 YO <, Malaise and Tiredness, Splenomegaly reaching right iliac fossa, No 
lymphadenopathy. 


The likely cell type on a blood smear > |Granulocytes WITHOUT Blast cell 


V This is likely CML (Chronic Myeloid Leukemia). 

Vv Remember: CML > Crazy Massive Large spleen. 

Vv In CML, Blood smear will show Granulocytes at all stages of maturation. 
Vv There won’t be Blast cells. Remember, Blast cells are seen in ACUTE 
Leukemias, not chronic. 

Vv Another hint towards CML is the age (40-50 YO). 


In PLAB, Massive Splenomegaly is either CML or Malaria. 
Malaria would have Hx of travelling. 


Example (7), 

15 YO girl presents with chest infection which was treated. A few days later, 
the girl returns for another chest infection. Upon looking at her Lab results, 
you find that there is always mild anemia and thrombocytopenia. 


The likely Dx > [Acute Lymphoblastic Leukemia (ALL). 


Vv Anemia (low Hb) 

Vv Thrombocytopenia (low Platelets) 
Vv Recurrent Infections (i.e. low WBCs) 
> Pancytopenia. 


Pancytopenia in PLAB 1 is usually either ALL or Aplastic Anemia. 
She is young age and no other sign of aplastic anemia > ALL 
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Example (8), 
73 YO 6 presents with enlarged cervical LNs, Weakness, Pale conjunctiva and 
recurrent infections. 


The likely cell type to be found on a blood smear > |Mature Lymphocytes. 


Vv The likely Dx here is > Chronic Lymphocytic Leukemia (CLL) 

V He is old age (>65) + features of Leukemia > CLL 

Vv Remember that CML occurs in age (40-50) + often Massive Splenomegaly. 
Vv Remember that in CML, Blood smear > Granulocytes WithOut Blast cells. 
V In CLL, Blood smear > Mature Lymphocytes with Smudge cells. 


Example (49), 
A5 YO boy is brought by his mother to the ED with bleeding from his gums and 
nose and recurrent sore throats. He has pale conjunctivae. 


> The likely cell type to be found > Blast Cells. 


Vv Pale conjunctivae > Anemia (Low Hb) 
V Bleeding > low platelets 
Vv Recurrent infections > Low WBCs 


Pancytopenia + a Child > Acute Lymphoblastic Leukemia (ALL) > Blasts. 
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Key | Anemia (Low Hb) 
5 |+High (45) MCV “Mean Cell Volume” 
> Macrocytic Anemia 
> (Folate deficiency anemia Or Vit. B12 Deficiency anemia). 
ey 


K Glucose-6-Phosphate-Dehydrogenadse (G6PD) Deficienc 
6 
\ G6PD enzyme > V Glutathione > RBCs become vulnerable to oxidative 
damage > Hemolysis. 
Exposure to Precipitating factors such as certain drugs “e.g. anti-malarial 
Primaquine”, Fava beans, Infection 
> Severe Hemolysis 


> Jaundice, Red or Dark Urine, Back and Abdominal pain. 


© Important Triggers for the exam: 


Fava Beans ff Anti-malarial drugs J sulfa drugs fl Infections (e.g. UTIs) 


Important hints towards G6PD Deficiency in the exam: 

Vv Male (as the disease is X-linked Recessive) 

V African or Mediterranean. 

V Heinz Bodies or Bite Cells. 

V Recent infection or recent ingestion of drugs or fava beans. 
Vv Hx of Neonatal Jaundice. 
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V Presents with one or more of: Jaundice, Dark urine, Back and Abdominal 
pain. 


© The definitive Diagnostic Test 
+> G6PD enzyme activity (6 weeks after the hemolytic attack). 


® Treatment: 
° Avoid Triggers. ¢ IV fluids. ¢ If severe Haemolysis > Blood Transfusion. 


Pay Attention! 


Sometimes the question won’t have G6PD deficiency in the options. Instead, 


pick (Hemolytic Anemia). 


<A¥ai What test is used in cross-matching “Blood Transfusion Preparation”? 
fami Answer — Indirect Coomb Test (Indirect Anti-Globulin Test) 


® Direct Coomb Test (Direct Anti-globulin test): 
Vv It detects antibodies on the RBCs Surfaces. 
Vv Used for > Autoimmune Haemolytic Anemia (AHA). 


Indirect Coomb Test (Indirect Anti-globulin test): 

Vv It detects antibodies in the Serum. 

Vv 2 Major uses: 

¢ Blood Transfusion Preparation (Cross-matching). 

¢ Antenatal antibody screening > Screening a pregnant & for IgG antibodies 
that can cross the placenta and cause hemolysis in fetal blood. 


Osmotic Fragility test > Hereditary Spherocytosis. 


<AMi(Important) In Vitamin B12 Deficiency 
8 |v Oval Macrocytic RBCs. (7* MCV). 
V Hypersegmented Neutrophils. 
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Some clues towards Vit. B12 Deficiency: 

¢ The patient is Vegan (as Vit. B12 exists in Fish, meat, Dairy products). 

¢ Peripheral Paraesthesia “Pins and Needles sensation”, Loss of position and 
Vibration sense, Ataxia. 

¢ Common Features of Anemia > Fatigue, Dyspnea on effort. 


© Important Note: 
Even though “Angular Stomatitis” is a know sign of “Iron Deficiency Anemia”, 
it still can occur in Macrocytic Anemia “Folate/ Vit. B12 Deficiency”. 


Rx — Hydroxocobalamin 


Key | A patient present with Pancytopenia (Low Hb, Low WBCs, Low Platelets). What 
9 | is the diagnosing test? 


> [Bone Marrow Biopsy, 


Some Important Differentials for Pancytopenia: 

Vv Acute Lymphocytic Leukemia. > Numerous Blasts. 

Vv Aplastic Anemia. > Hypoplastic bone marrow. (Reduction in hemopoietic 
cells) 


In PLAB 1, if you see a patient presenting with hypercalcemia (7. Thirst 
“Polydipsia”, Polyuria, bone pain) 

Think of: 

¢ Bone metastasis “e.g. from prostate, breast”. 

¢ SCC of the lung. 


¢ Multiple Myeloma. 
¢ Primary Hyperparathyroidism (rarely asked). 


- Hypercalcemia picture: 
e Neuro > lethargy, Confusion, Depression. 
e GIT > Constipation. 
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e Renal > polyuria (increased urination), Polydipsia (Thirst). 
e CVS > ECG: Short QT interval. 


Multiple Myeloma 


V It is a cancer of Plasma Cells. 


Vv “Overgrowth of plasma cells replacing the bone marrow tissues” + 
Overproduction of Non-functioning Igs (Immunoglobulins). 


Vv The main presenting Symptoms: 

¢ Bone pain “Particularly in the back and ribs”. 

¢ Hypercalcemia > Polyuria, Polydipsia, Low mood, Confusion. 
e Anemia > Fatigue, Weakness, Pallor, Dyspnea on exertion. 


v Others: 
¢ Recurrent Infections > As the immunoglobulins are functionless. 
e Renal Failure. 


Vv Important Notes on Investigations: 

¢# Bone Marrow Biopsy > Abundant Plasma cells (Diagnostic v). 

¢ Serum Protein Electrophoresis > 74 Monoclonal Immunoglobulin Spike. 
¢ Urine Protein Electrophoresis > Bence Jone’s Protein. V 

¢ Blood Film > Rouleaux Formation. 

¢ X-Ray Skeleton > Lytic Lesions “plasma cells > Osteoclasts > Bone Lysis”. 
@ & Ca** (>2.6 mmol/L) but with Normal Alkaline Phosphatase (30-150 U/L). 


+ Anemia (Normocytic Normochromic). 
¢ Renal functions could be impaired (Low GFR, High Urea and Creatinine). 
High ESR 


Important: Don't mix things up. Plasma cells are cells seen on BM biopsy 


whereas Bence Jone’s is Protein seen on urine protein electrophoresis! 
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Example (1), 

60 YO 6 presents with Hx of Back and Ribs pain +being Thirsty + Tiredness. 

Hb is 90 g/L (low) ff Ca** is 4 (high) JJ ALP is 115 (normal) J ESR is 88 J eGFR is 45 
(low). 


The likely Dx > |Multiple Myeloma). 
The cell type to be found in BM > Plasma Cells. 
The Diagnostic Test > [Bone Marrow Biopsy. 


The likely finding on blood film > Rouleaux Formation. 


v Anemia is the commonest laboratory finding in MM. 
v Renal Impairment presents in 50% of MM cases. 
Vv In MM, High Calcium but normal ALP. 


Example (2), 

92 YO 2 complains of severe back pain. She claims that she had a fight and 
someone has broken her back and insists that her mother is coming to visit her 
at the hospital. 

Hb 109 (low) J Urea 7.5 (high) fl Creatinine 285 (high) I calcium 3 (high) 


The likely Dx > [Multiple Myeloma|. 
The cell type to be found in BM > Plasma Cells. 


The protein to be found on Urine Electrophoresis > [Bence-Jones Protein. 


Vv The features present in this stem supporting the Dx of Multiple Myeloma: 
Back pain [| Confusion “her mother is visiting her" | 
Anemia [Hypercalcemia [J Impaired Renal Function. 


Key | Low Hb, Low MCV, Low Ferritin, High TIBC, High RDW 
11 | > Iron Deficiency Anemia (IDA 
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Other features of IDA: 


vi Anottlar Stamatitic fran alen ncriir with Vit R19 def Innk at ACV) 
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V Red sore tongue 
V Koilonychia 


Causes of IDA: 

The most common cause > GIT Blood Loss > e.g. NSAIDs, Colorectal 
Carcinoma, Gastric Carcinoma, Gastric or Duodenal Ulcer. 

The most common cause in premenopausal 2 > Menorrhagia. 

® Other causes: 

¢ Dietary inadequacy. 

e 7 iron requirements > Pregnancy. 

¢ Malabsorption > e.g. Celiac disease. 


Treatment: 
V Treat the underlying cause. 
V Iron supplements (e.g. ferrous sulphate). 


Angular stomatitis Koilonychia 


+ low Hb 
+ low MCV (<75) 


‘ w 
PLAB PLAB 


““ + Iron Deficiency Anemia (IDA) aia 


Copyrights @ PlablKeys.com 


Example (1), 


An old lady with Rheumatoid Arthritis (RA) is on Methotrexate and Naproxen 
found to have anemia (low Hb and low MCV). 


The likely cause > |Chronic GIT Blood Los 


(due to prolonged use of NSAIDs -Naproxen-) > The commonest cause for Iron 
Deficiency Anemia 


Note, Methotrexate can cause Folate Deficiency and thus Macrocytic Anemia; 
however, in this example, low MCV is suggestive of GIT bleeding due to NSAIDs 
intake for a long period of time. 


Puramawnta ar 
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An old lady with Rheumatoid Arthritis (RA) is on Methotrexate and Naproxen 
found to have anemia (low Hb and High MCV). 


The likely cause for her anemia > |Methotrexate.. 


Vv As MCV is high (Macrocytic) > either Vitamin B12 or Folic Acid deficiency. 
Vv Methotrexate can cause Folate Deficiency. 


Example (3), 


A woman present complaining of fatigue and heavy menstrual bleeds. Her Hb 
is 88 g/L (Low) and MCV is 67 (low). 


The most appropriate management > (Oral Ferrous Sulphate. 


She has Iron deficiency Anemia 2ry to menorrhagia. We give oral iron 
supplement. 
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Blood Transfusion is indicated if: 
4 Hb < 80 g/L + Symptoms of Anemia. Or: 
4 HB < 70 g/L + No Symptoms of Anemia. 


Henoch-Schonlein Purpura (HSP) 


¢ Purpura is non-blanching and mainly on the buttocks and Lower Limbs. 
¢ Precipitated by URTI — Sore Throat. 
e All Blood Results are NORMAL “Normal Hb, WBCs and Platelets”. 


Others: 

¢ Arthralgia “Esp. Knee”. 

e 7 ESR, 7 IgA. 

¢ Rarely impaired renal functions. 

¢ Rx > Self-limiting (e.g. Aspirin for arthralgia Unless there is renal impairment). 


HSP — PAAN: Purpura, Arthralgia, Abdominal pain, Nephropathy (Hematuria, 
Proteinuria). 


Example (1), 

10 YO boy presents with a low-grade fever and macular rash especially on the back 
of the legs following an upper respiratory tract infection. A few hours later, these 
macules have turned into purpuric lesions that do not blanch on glass test. The boy 
also complains of joint stiffness and headache. 

Hb (124 g/L) [| WBC (3.3 X 10°/L) ff Platelets (219 X 10°/L). 


The Likely Dx > |Henoch-Schonlein Purpura). 


Note that Hb, WBCs, and platelets are 


Please note that if a patient presents with similar features but with LOW 
PLATELETS and normal Hb and WBCs, the answer would be > Idiopathic 
Thrombocytopenic Purpura (Explained Later in Key 17). 
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Example (2), 


17 YO boy presents with palpable rash on his buttocks and extensor surfaces of his 
arms and legs that started following sore throat. He also has crampy abdominal 
pain, joint stiffness and joint pain. Urine Testing reveals microscopic hematuria and 
proteinuria. 


The Likely Dx > |Henoch-Schonlein Purpura). 


PAAN (Purpura, Arthritis, Abdominal pain, Nephropathy) > HSP 


Normal Hb 
Normal WBCs 
Normal Platelets 


Hx of URTI 
Non-blanching Purpura 


Mainly on the Buttocks 
and Legs 


Self-limiting ni 


Key | 14 YO male presents with mucosal bleeding, petechial rashes, tiredness and 


Hb 77 | WBCs 1.8 [[ Platelets 30 [J Neutrophils 0.1 

Blood Film shows Unremarkable “Normal” Morphology. Absent Reticulocytes. 
Bone Marrow Aspirate shows a marked reduction in all haemopoietic tissues 
replaced by fat spaces. 
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| The likely Dx > Aplastic Anemia, | 


# Inthe exam, pancytopenia is either Acute Lymphocytic Leukemia or 
Aplastic Anemia. BM biopsy can differentiate. 


BM Aspirate/ Biopsy > Numerous Blasts > Pat cma Tialeatra ation Melt ieee a eae 


BM Aspirate/ Biopsy > Reduction in all haemopoietic tissues replaced by fats 


erate aA plastic Anemiak 


# Unremarkable Morphology rule out Leukemia. 
¢ In Aplastic Anemia, 2 of the following 3 must be present: 


Hb < 10 | Platelets < 50 |] Neutrophils < 1.5 
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14 | > Irregular folded or ridged white patches on the sides of the tongue. 
> Supportive of HIV disease 
> EBV invades the Weak Immune System (e.g. HIV patients) and causes this lesion. 
> Cannot be scrape off. 
> It is benign and needs no treatment. 


42 YO 6 presents with mild fever, tiredness, marked weight loss recently and 
bilateral white corrugated lesions on the lateral surfaces of his tongue. 


The likely Dx -> HIV Disease, 
Oval Hairy Leukoplakia 


— Irregular folded or ridged corrugated 
“hairy” white patches on the sides of the 


tongue. 
— Strongly Suggestive of HIV disease , | 
— EBV invades the Weak Immune System | 


(e.g. HIV patients) and causes this 
lesion. 


— Cannot be scrape off. 


— It is benign and needs no treatment. 
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Key | @ The target INR in most cases “Including Warfarin intake for AF, DVT” 


® The target INR in mechanical valve replacement “Metallic Valve” 
> 3-4 


50 YO 3 complains of headache, pruritus, Hx of DVT. 
Hb: 190 g/L | wecs: 15 X 10°/L | Platelets: 802 X 109/L. 


The likely Dx > PRV “Polycythemia Rubra Vera” 
The Main Treatment line > Venesection “Phlebotomy” 


In PRV: 
Vv Pruritus (Especially after hot shower) I Gout | Burning sensation of fingers 
and toes | Splenomegaly [J Headache ...etc (Key 3) 


V All three cell lines are elevated (High Hb, WBCs and Platelets). 
Vv Low/normal serum erythropoietin. 


V Hyperviscosity ® High risk of DVT, Pulmonary embolism...etc. 
(Review Key 3) 


iopathic Thrombocytopenic Purpura (ITP) 


e Mainly affects children, but can occur in adults. 
¢ In children, it is usually proceeded by infection. 
¢ Isolated Thrombocytopenia) (Low Platelets but other labs are normal). 


¢ Bleeding, epistaxis, petechia, menorrhagia. Sometimes Asymptomatic. 


¢ Rx > Vv Prednisolone, v IV lg, 
Vv Life-threatening hemorrhage (platelets < 20) > Emergency Platelet Transfusion. 
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Key 
18 


If you see Isolated Thrombocytopenia + Bleeding - Think of ITP. 


Normal PT: 10-14 sec. 
Normal PTT: 35-45 sec. 
Bleeding Time: 3-9 minutes. 


¢ 4 PTT + (Bleeding into muscles or joints or easily bleeding) 
> think of haemophilia. 


¢ 4 PTT and 7 Bleeding Time + (Mucosal Bleeding) 


> think of VWD “Von Willebrand Disease”. 


¢ 4 PTT and % PT and % Bleeding Time + 
(Bleeding at any site e.g. purpura, petechia, GIT, ENT, venepuncture site) 
> think of DIC. 


14 YO & has developed excessive bleeding after tooth extraction. He notes 


that he bruises easily with mild trauma. 
Hb 120 g/L Jwec7 JPT12 Ptr 34 [Bleeding time: normal 


The likely Dx — Haemophilia. 


Haemophilia A or B > (More common). 


Isolated Prolonged PTT - Hemophilia. (see the notes above) 
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<A Hemophilia A Hemophilia B 
= “Christmas Disease” 
More common (90% of the cases) Less common 
Factor VIII (8) deficiency. Factor IX (9) deficiency. 
Rx: Rx: 
Vv Desmopressin (it increases Factor 8) v Desmopressin has no role. 
V Major bleeding > Recombinant Vv Recombinant factor IX (of choice). 
factor VIII. 
Important: DO NOT give NSAIDs or IM injections in hemophilia (4 bleeding) 


Notes: 
¢ { PTT + Normal PT and Bleeding Time 


+ (Bleeding into muscles or joints or easily bleeding) 


> think of haemophilia. 

¢ Haemophilia is X-linked recessive > mainly affects Males. 

¢ Other X-linked recessive conditions > G6PD def., DMD, Hemophilia. 
¢ Important: Hemophilia B is also called > Christmas Disease 


6 YO boy, recurrent attacks of hemarthrosis (bleeding into knee and elbow 
joints). Factor VIII/XI assay shows low factor VIII. 


The likely Dx > [Haemophilia A. 
The most appropriate treatment > [Desmopressin}. 


Scenario 


40 YO 2 presents with tiredness that started 2 weeks ago. She is mildly 
jaundiced. HR 78, BP 120/70. Labs are as follow: 


Hb 92 g/L ff MCV 98 fL (normal: 76-96) J WBCs 8 §f Bilirubin 39 (high) 
ALT, AST, ALP and Gamma Glutamy! Transferase are normal. 
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The appropriate Investigation > |Direct Antiglobulin (Direct Coomb) Test. 


Here we have Anemia + High MCV + High Bilirubin 


Anemia + High Bilirubin = Hemolysis 


What about the High MCV? 
We know that macrocytic anemia (Folate and Vit. B12 Deficiency) shows high 
MCV; however, hemolytic anemia can sometimes show high MCV. 


Markers of Hemolysis: 
4 LDH, 7% Indirect Bilirubin “Jaundice”, 7s Reticulocytosis. 


Direct Antiglobulin (Direct Coomb) Test > Autoimmune Haemolytic Anemia). 
Indirect Antiglobulin (Direct Coomb) Test > Cross-Matching/ Antenatal Screening. 


38 YO © presents with tiredness. She is mildly jaundiced. Hx of URTI. 
Labs are as follow: 

Hb 92 g/L IJ MCV 98 fL (normal: 76-96) J] WBCs 8 Jf Bilirubin 29 (high) 
ALT, AST, ALP and Gamma Glutamyl Transferase are normal. 
Peripheral Blood Smear > Polychromasia + Spherocytes. 


The appropriate Investigation > |Direct Antiglobulin (Direct Coomb) Test. 


As in the previous scenario, Anemia + jaundice + High bilirubin > hemolysis. 


¢ Polychromasia > 7’ immature RBCs. 
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¢ Spherocytes > Hereditary Spherocytosis? Nope! Not necessarily! 


Snherocvtes can he seen in hoth Hereditary Snherocvtosis and Attoimmiine 


Se ee, ee ee ee Se Sy ee ee See ea ra oe Se a ee 6 Ne EE POOR a oy ae EER”, GS OER, 


Hemolytic Anemia. To Differentiate > Direct Coomb Test. 


In this scenario, although we suspect hereditary spherocytosis, Direct Coomb 
“Direct antiglobulin” test would differentiate the cause of the hemolysis. This is 
because it will be +ve in Autoimmune Hemolytic Anemia, and -ve in Hereditary 
Spherocytosis. 


Osmotic Fragility Test is positive in both Hereditary Spherocytosis and 
Autoimmune hemolytic anemia. 
Direct coomb “antiglobulin” test is positive in Autoimmune hemolytic anemia 
and negative in Hereditary Spherocytosis. 
Thus, Direct coomb is more appropriate as it can differentiate the 2 cases. 
Autoimmune hemolytic anemia: Hereditary Spherocytosis: 
Vv Spherocytes. V Spherocytes. 
Vv +ve Osmotic Fragility test. v +ve Osmotic Fragility test. 


Vv +ve Direct Coomb test. Vv -ve Direct Coomb test. 


Key | An elderly man with dementia, recurrent visits to the hospital for bruises in the 
22 | face, head and forearms. 


> Suspect “Greys Tratelelmiyitiay . 


Someone is abusing this old man as the bruises are in suspicious sites. 
If the cause was “recurrent falls” for instance, the bruises would have been 
over the hip, knee or shoulder joints, not in the face! 


> HELLP Syndrome 


23 | > Hemolysis (low Hb), Elevated Liver enzymes, Low Platelets. 


- Acute Fatty Liver of Pregnancy (AFLP) 
> ELLP (without Hemolysis) + (J) Glucose + (4) Ammonia 
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> Disseminated Intravascular Coagulation (DIC) 


> High PT, High PTT, High Bleeding Time, Low Platelets, Low Fibrinogen 


Example, 


A pregnant woman in her 35 weeks pregnancy developed sudden severe 
(acute) abdominal pain and is taken for emergency C-Section. Her BP 110/60. 
Labs: 

Hb: 101 [| WBC 9.5 (Normal) [Platelets 65 (Low) [J PT 28 sec (high) J PTT 67 
sec (high) | Fibrinogen 0.7 (low) J Bilirubin 23 (high) 


The likely Dx > Disseminated Intravascular Coagulation (DIC). 


High PT, PTT 
Low Platelets, Fibrinogen 
> DIC (see the comparison above) 


Remember: DIC Triggers sepsis, surgery, major trauma, cancer, 
and complications of pregnancy 


This lady might have developed Placenta abruption which has led to DIC. 


cenario (1 


4 YO boy has easy bleeding into joints following a minor trauma. His uncle and 
grandfather had the same condition. 


The likely mode of inheritance > k-linked, 
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2 ways to answer this question: 
V This is likely a case of hemophilia which is X-linked recessive. (Bleeding into 
joints and muscles is common in Haemophilia -factor type bleeding-). 


V The fact that all affected individuals mentioned in the stem are males (the 
little boy, the uncle and the grandfather) makes it more likely to be X-linked. 


Scenario (2) 


A 16 YO girl presents with profuse bleeding after a dental extraction. Her 


father and paternal grandmother have experienced similar problems. 


The likely mode of inheritance > Autosomal Dominant. 


V This likely a case of VWD “Von-Willebrand Disease > Mucosal Bleeding + 
NOT X-linked”. 

Vv Most Cases of VWD are > Autosomal Dominant. 

V This scenario CANNOT be X-linked as a girl and a grandmother (females) are 
affected. In X-linked diseases, nearly only males are affected or at least can 
show symptoms (The other X in Females can Compensate for the affected X). 


© A Quick Recap: 


V¥ Hemophilia — X-linked Recessive. 
\ G6PD deficiency — X-linked Recessive. 
V¥ VWD — Mostly Autosomal Dominant. 


V Hereditary Spherocytosis — Mostly Autosomal Dominant. 
\ Thalassemia — Autosomal Recessive. 
V Sickle Cell Anemia — Autosomal Recessive. 


Autosomal Recessive Conditions: (25% if both parents are carriers) 


@ Autosomal Dominant Conditions: (50% if One parent is affected) 
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X-linked Recessive Conditions: (Male: 50% if mother is carrier) 


Key | @ Cytochrome P450 Enzyme Inducers > J the anticoagulant effect of the 
25 | Warfarin > J INR. 


Cytochrome P450 Enzyme Inhibitors > 4 the anticoagulant effect of the 


Warfarin > 7 INR. 


Inducers > Decrease 
Inhibitors > Increase 


DAN 


Decreases Warfarin effect 
> JINR 


Enzyme In 


¢ Carbamazepine 

* Rifampin 

* Alcohol “Chronic” 
* Phenytoin 

¢ Griseofulvin 

* Phenobarbital 

* Sulphonylureas 
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(SICK-FACES.COM) 


Increases Warfarin effect 
> T INR 


¢ Sodium Valproate. 
¢ Isoniazid. 

¢ Cimetidine. 

* Ketoconazole. 

¢ Fluconazole. 

¢ Alcohol (Acute drinking). 
¢ Chloramphenicol. 
¢ Erythromycin 
(Macrolides: 
Clarithromycin) 

¢ Sulfonamides. 

¢ Ciprofloxacin. 

¢ Omeprazole. 

¢ Metronidazole 


a ee 


Example, 

An elderly 2 presents with chest infection and thus was started on 
clarithromycin. Her Hx includes, taking Carbamazepine for trigeminal neuralgia, 
taking Warfarin for mechanical valve replacement, taking Bisoprolol, 
Amlodipine and Atorvastatin. Her INR was found to be 1.4 (The target for 
mechanical valve replacement is 3-4). What is the causative drug for this low 
INR? 


The answer > Carbamazepine 


Carbamazepine is P450 enzyme inducer; thus, it will decrease the 
anticoagulant effect of Warfarin and therefore leads to low INR. 


Clarithromycin is a Macrolide (like erythromycin), it is P450 enzyme inhibitor 
and thus leads to increase the anticoagulant effect of Warfarin and therefore 
high INR. 

® The remaining drugs in the stem has no effect on P450 enzyme. 
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Key Management of High INR in Patients on Warfarin 
26 
© If MAJOR Bleeding: 
Vv Stop Warfarin. 
v Administer IV Vitamin K1 (Phytomenadione). 
Vv Administer Prothrombin Complex Concentrate (If not available > FFP). 
Note, Go for Prothrombin Complex Concentrate first, not Fresh Frozen Plasma. 


@ If INR is > 8 + Minor Bleeding: 
Vv Stop Warfarin. 
v Administer IV or oral Vitamin K1 (Phytomenadione). 


If INR 5-8 + Minor Bleeding: 
Vv Stop Warfarin and Check INR the following day. 
v Restart when INR<5. 


@ If INR < 5 (But higher than the target level): 
Vv Reduce “Or” Omit one or two doses of Warfarin. 
V Measure INR in 2-3 days. 


Notes: 
¢ Major Bleeding > Intracranial Bleeding, GIT Bleeding. 
¢ Minor Bleeding > Epistaxis, Hematuria. 


Example (1), 

After a fall, an elderly patient on Warfarin and atenolol for Atrial Fibrillation 
was brought to the ER. CT head shows 1X2 cm Cerebral Hematoma. INR is 3.4. 
The patient is given IV 5 mg Vitamin K1. What should be given Next? 
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> Prothrombin Complex Concentrate. 


This is a case of Major bleeding (Intracranial Bleeding). We should: 
1) Stop Warfarin. 
2) Give IV 5 mg Vit. K1. 
3) Give Prothrombin Complex Concentrate. 


Note: The target INR in patients on Warfarin for AF > 2-3 (Here, it is a bit 
higher) 


Example (2), 


An elderly patient with Hx of Atrial Fibrillation on Warfarin was found to have 
INR of 6.7. He is on Warfarin. What should be done at the anticoagulant clinic? 


> Stop Warfarin, Repeat INR the Next day. 


(INR 5-8 with or without minor bleeding) > STOP WARFARIN and Restart 
when INR is <5. 


Example (3), 
An elderly patient with Hx of Atrial Fibrillation on Warfarin presents with non- 
stop epistaxis. His INR is 8.1. What should be done? 


> Give Vitamin K, 


Note that Epistaxis is a minor bleeding. 


@ If INR is > 8 + Minor Bleeding: 
Vv Stop Warfarin. 
Copyrights @ PlabiKeys.com 


_ Vv Administer IV or oral Vitamin K1 (Phytomenadione). 


Key | Sore legs “Painful legs” + Swollen Varicose Veins from the mid-thigh to the 
27 | ankle 


> Superficial Thrombophlebitis. 
> Give “To relieve the pain- sore- “. 


ample 
You are reviewing a female patient who has undergone Laparoscopic 
cholecystectomy a few hours ago. You notice that there is a sore leg with 
swollen varicose veins extending from the left mid-thigh to the ankle. There is 
no calf tenderness or calf swelling. 


.- gmae ~ i — a, ‘ ta. ea ance ' ae .«. =e ED 


¢ since tnere IS no Calf TENGerness Or swelling —- Likely NOT UV1I. 
¢ Sore “Inflamed/painful” + Varicose Veins > Superficial Thrombophlebitis. 


The next step > [Relieve the soreness by Prescribing > NSAIDs. 


Never Reassure and leave a patient in pain. At least, relieve his pain. 


Note, 

D-dimers should not be order post-op as they are usually elevated after 
surgery. 

D-Dimers are high in DVT and in Superficial Thrombophlebitis. Thus, pointless 
in this scenario. 


<ABIDVT “Deep Vein Thrombosis” 


Some Risk Factors: 
Smoking | Immobility | Long sitting “e.g. long trip” [| Major Surgery 
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© Some Signs 

Vv Calf swelling, Tenderness, warmth and redness. 
Vv Passive movement causes pain. 

Vv One calf has a larger diameter than the other. 


ampie 


62 YO smoker 3 has undergone hip replacement surgery 3 days ago. 
His left leg is swollen and tender. The diameter of left calf is higher than 


the right calf. The calf is tender on touch. 


— [Deep Vein Thrombosis (DV). 


RFx here > Smoking, Immobility, Major Surgery. 


<i Secondary Polycythemia 


# Remember in Polycythemia Rubra Vera “PRV” (Primary Polycythemia), all 3 
Hemoglobin, WBCs and Platelets are Elevated. 
In Secondary Polycythemia, Only Hemoglobin is Elevated. 


4 One important cause of 2ry Polycythemia to remember is Chronic Hypoxia 
(such as those who are chronic smokers > COPD). 
Other causes > High Altitudes/ Cyanotic Congenital Heart diseases. 


4 Chronic Hypoxia > Stimulates the kidneys to produce more and more 
tae daleeyele) (aie) —> Which stimulates the bone Marrow to Produce > More and 
more RBCs so they can carry more O2 to the tissues. 


Important note 


V In Primary Polycythemia > Erythropoietin is either Low or Normal. 
Vv In Secondary Polycythemia > Erythropoietin is High. 


Copyrights @ Plab1Keys.com 


Example, 

A 55 YO 6 presents with shortness of breath and chronic cough. He is chronic 
smoker and drinks alcohol socially. He also complains of tiredness and lethargy. 
His Hb is 195 g/L J WBCs 9 [Platelets 270 Jf Hematocrit 58% 


The useful hormone level to order is > jerythropoietin\. 


Erythropoietin would be high in 2ry Polycythemia. 
Note that only Hb and Hematocrit are high. WBC and Platelets are normal. 


Remember 
V In |Lry Polycythemia) “Polycythemia Rubra Vera” > Request JAK Mutation Screen. 
V In 2ry Polycythemia > Request Erythropoietin. 


Key || Hemolytic Uremic Syndrome Thrombotic Thrombocytopenic 


Purpura (TTP) 


Triad: Pentad: 
1) Hemolytic Anemia 1) Hemolytic Anemia 
2) Uremia (Acute Renal Failure) 2) Uremia (Acute Renal Failure) 
3) Thrombocytopenia (Low Platelets) | 3) Thrombocytopenia (Low Platelets) 
4) Neurological Manifestations 
¢ Children 5) Fever 
ADAMTS 13 factor Deficiency or 
Eating Undercooked Contaminated inhibition 
food > E. Coli 0157 > Produce 
Verotoxin > Profuse Diarrhea > 
Bloody Diarrhea > (after 2-14 days) 
> Uremia “Acute Renal Failure” 
(Hematuria, Proteinuria, 7 Urea and 
Creatinine) 
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| So, remember: | 
e Diarrhea 


> turns Bloody 
> Renal Failure (Hematuria...etc). 


+ Features of Anemia (e.g. Pallor, 
Fatigue). 


Rx > Supportive 

Vv IV fluids. 

Vv + Blood Transfusion 

V + Dialysis (if required) 

Vv If Very Severe > Plasma Exchange 


© Never Give Antibiotics in HUS! 
(More toxins are releases as the 
E. Coli dies) 


Example, 


9 YO girl presents with Pallor, Hematuria, Proteinuria, 7’ Urea and Creatinine. 
4 Days ago, this girl had Bloody Diarrhea. 


The Likely Diagnosis > [Hemolytic Uremic Syndrome (HUS 


Scenario 

66 YO 6 presents with Hoarseness of voice. He has Hx of weight loss recently. 
Chest X ray shows opacity in the right upper mediastinum. There is no 
Shortness of breath. What is the single best Investigation to diagnose? 


Answer > |Lymph Node Biops 


This is a tricky question. 
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® Opacity/ mass in the superior mediastinum could be one of the (5 Ts) 
Vv Terrible Lymphoma. vV Thymus (Thymoma). Vv Thoracic Aortic Aneurysm 
V Thyroid Goitre/ Neoplasm. Vv Teratoma. 

Looking at the History, No SOB or Cough > R/O Lung carcinoma. 


© There is a Hx of Weight Loss + Old Age > The best one of the 5 Ts that fits 
well here is Lymphoma. 

To Diagnose Lymphoma, Lymph Node Biopsy is required. 

Note, Lymphoma can compress a Unilateral Recurrent Laryngeal Nerve 
leading to Hoarseness. 


Additional Notes to help you correlate topics: 
® — Virchow’s Node > Indicative of Gastric Carcinoma 
(Anorexia, Dyspepsia, Weight Loss, Old age). 


=, ~ -_ « 


IMS SIEN Is Caliea —7 TFOISIer S Sign. 

° > Oesophageal cancer, Lung cancer, Hodgkin’s 
Lymphoma. 

e Pancoast Tumour > A tumour of the Apex of the Lung (present at the top end of 
either the left or the right lung). It typically spreads to the nearby tissues such as 
the Ribs and the Vertebrae. Most Pancoast tumours are Non-small cell lung 
cancer. 


Blood Transfusion is indicated if: 


32 |#Hb< 80 g/L + Symptoms of Anemia. Or: 
4 HB < 70 g/L + No Symptoms of Anemia. 


Key | Macrocytic Anemia (High MCV) + Associated Autoimmune Disease (e.g. 
33 | Vitiligo, Hypothyroidism, DM type 1) 


> Think of Pernicious Anemia. 
Pernicious Anemia > Autoimmune gastric atrophy > Loss of gastric 


intrinsic factors > impaired Vit. B12 absorption > Vit. B12 deficiency. 
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Rx in such a case would be > IM Hydroxocobalamin (not Oral). 


Example (1), 
44 YO 9 presents with tiredness and fatigue. Her Hb is 88 g/L (Low), MCV is 
125 (High). Vitiligo is noted on her hands. 


The likely Dx - Pernicious Anemia} 


V Pernicious Anemia is an Autoimmune disease. It causes Vit. B 12 deficiency 
(High MCV = Macrocytic Anemia). Presence of another Autoimmune disease 
(such as Vitiligo, Hypothyroidism) supports the Dx of Pernicious Anemia. 


Example (1), 
44 YO @ presents with tiredness and fatigue. Her Hb is 88 g/L (Low), MCV is 
125 (High). She also complains of constipation, coarse dry skin, hair loss and 
cold peripheries. 


The likely Dx - Pernicious Anemia, 


She has Hypothyroidism (which is mostly an Autoimmune disease -Hashimoto 
thyroiditis). 

Macrocytic Anemia + Associated Autoimmune disease (such as Vitiligo/ 
Hypothyroidism) > Pernicious Anemia. 
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Name 
‘Addison's disease s—~—S 
Ankylosing spondylitis 
Aplastic anemia 
Type-1 Diabetes Mellitus 


Goodpasture's syndrome 


| List of Common Autoimmune Diseases | 


| adrenal cortex 

| spine and sacroiliac joints 

| bone marrow 
insulin-producing beta cells 

[kidneys andlungs 


Graves' disease | hyperthyroidism 


| peripheral nervous system 


Guillain-Barré syndrome (GBS) 


Hashimoto Thyroiditis (Hypothyroidism) 
Idiopathic thrombocytopenic purpura 


_hypothyroidism 


| platelets 


Lupus erythematosus ) All tissue 
Multiple sclerosis 


Rheumatoid arthritis _ 


| bone joints 


Sj6gren's syndrome | exocrine glands 


Vitiligo Destruction of Melanocytes 


Pernicious Anemia Gastric Atrophy > Vit B12 def. 


In a patient with Megaloblastic Anemia where both Vitamin B12 and Folic Acid 
34 | are deficient: 


> Start with IM Vitamin B12 (Hydroxocobalamin) and then give Oral Folic 
Acid when Vitamin B12 level is normal. 


Mnemonic: 
The letter B is before F 
So, treat vitamin B12 deficiency before Folic acid deficiency. 


umor Lysis SyndromeRaUK Pc 
HyperUricemia (4 Uric Acid “Also called serum Urate) > Gout. 
HyperKalemia (4 K* “Potassium”) 
HyperPhosphatemia (4 Phosphate) 
Hypocalcemia. ( Calcium). 
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Vv It occurs mainly in Leukemia (Especially ALL) and Lymphoma (Particularly Burkitt’s 


Lympnoma) alter Initiating Chemotherapy. 


v Chemotherapy, Radiotherapy, Surgery > Rapid Lysis of Tumour Cells > Excessive 
amounts of Uric acid “Urate”, Potassium and Phosphate are released into the blood. 


Vv Ok, Why Calcium is low then? This is because phosphate is high :D. 
Just memorise that Phosphate and Calcium counter each other. 


It is hemato-oncological Emergency as it rapidly leads to Renal Failure (High Urea 
and Creatinine), Cardiac and Neurological Complications. 


@ Management is complicated; however, remember that IV fluid is an important 
part of the management. 


Example, 

35 YO 6 with Burkitt’s Lymphoma has started chemotherapy 2 weeks ago and now 
is presenting with feeling lethargic and passing very little amounts of urine. 
Potassium is High | Urea and Creatinine are High Jserum Calcium is low. 


The likely Dx > TLS (Tumour Lysis Syndrome) 
The single best Investigation that would help in management > Serum Uratel. 


Attention, please, some students get confused with the word (Urate). It is the same 
as (Uric Acid). 


Explaining the Question: 

In this stem, it gives you the Hx of Burkitt’s lymphoma + Chemotherapy. And then the 
stem shows that the patient has developed Renal Failure (high urea and creatinine). 
Finally, it gives you 2 out of the 4 pathognomonic labs for Tumour lysis syndrome (High 
Potassium and Low Calcium). Low calcium would mean “High Phosphate”. The remaining 
one is the Serum Urate “Uric Acid”. 
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Pregnancy Trimesters by Weeks 
TRIMESTER MONTH = WEEK — 


Anemia With Pregnanc 


When can we call it Anemia? 

V In 1%‘ trimester — if the Hb < 11 g/dL. 
V In 2" Trimester — If Hb < 10.5 g/dL. 
Vv In 3" Trimester — If Hb < 10.5 g/dL. 


V Post-Partum — If Hb < 10 g/dL. 
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Se 
A 28 YO Pregnant @ in her 28-week gestation presents for a regular antenatal 
visit. Her Hb is 11 g/dL. 


> |Normal Physiological Phenomenon| (Not Anemia) 


She is in the 3 trimester. Anemia is considered if Hb < 10.5 in 3™ trimester. 


A Quick Note for Some 


Some students might get confused with the Hemoglobin Units. 
Simply, 13 g/dL. is the same as 130 g/L. 


Key | Although Anemia of chronic disease is usually Normochromic 
37 | Normocytic, it can be hypochromic microcytic such as in the cases of 
Rheumatoid Arthritis and Crohn’s disease. 


Hereditary Spherocytosis (In Points) 


FHx “75% is Autosomal Dominant”. 

High (4) MCHC “Mean Cell Hemoglobin Concentration”. 

Hemolytic Anemia (Jaundice), Gallstones. 

Blood film > Spherocytes and reticulocytes (Spherocytes are also present in 
Autoimmune Hemolytic Anemia -AHA-). 

+ve Osmotic Fragility Test. 

-ve Direct Coomb “Antiglobulin” Test. 
(Direct Coomb “Direct Antiglobulin” Test is Used To differentiate between AHA 
and Hereditary Spherocytosis as it is +ve in AHA and -ve in H. Spherocytosis). 
Vi An Important Complication to remember > Aplastic Crisis “Due to 
Parvovirus B19 infection”. 


V|important: Parvovirus B19 can cause aplastic anemia is Hereditary 
Spherocytosis and in Sickle Cell Anemia (SCA). 


Copyrights @ Plab1lKeys.com 


¢ Parvovirus B19 (Aplastic Crisis) > Severely Low Hb and Low Reticulocytes. 
¢ Splenic Sequestration Crisis > Severely Low Hb, But High Reticulocytes. 

vi Management Lines of H. Spherocytosis include Steroids, Folic Acid and 
Splenectomy. 


Autoimmune hemolytic anemia: Hereditary Spherocytosis: 


Vv Spherocytes. Vv Spherocytes. 


Vv +ve Osmotic Fragility test. v +ve Osmotic Fragility test. 


Vv +ve Direct Coomb test. Vv -ve Direct Coomb test. 


Example (1), 


A 20 YO ¢@ presents with recurrent episodes of right upper quadrant pain. U/S 


reveals Gallstones. His father had splenectomy when he was young. 
Hb is low [| MCHCis high [| WBCs and Platelets are normal. 


The likely Dx — |Hereditary Spherocytosis. 


Points in favour: 

V Family Hx of splenectomy (Autosomal Dominant). 
Vv High MCHC. 

V Hemolysis > Gallstones. 


“Chronic hemolysis leads to increased bilirubin excretion and pigment gallstones 


formation” 


Example (2), 

38 YO @ presents with tiredness. She is mildly jaundiced. Hx of URTI. 
Labs are as follow: 

Hb 92 g/L | MCV 98 fL (normal: 76-96) J WBCs 8 § Bilirubin 29 (high) 
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ALT, AST, ALP and Gamma Glutamyl Transferase are normal. 
Peripheral Blood Smear > Polychromasia + Spherocytes. 


The appropriate Investigation > Direct Antiglobulin (Direct Coomb) Test. 


Anemia + jaundice + high bilirubin > hemolysis. 


¢ Polychromasia > 7‘ immature RBCs. 

¢ Spherocytes > Is it Hereditary Soherocytosis? Nope! Not necessarily! 
Spherocytes can be seen in both Hereditary Spherocytosis and Autoimmune 
Hemolytic Anemia. To Differentiate > Direct Coomb Test. 


Key | Remember, in a patient presents with Pancytopenia, perform BM Biopsy: 

39 | V Numerous Blasts > Acute Lymphocytic Leukemia 
V Hypoplastic bone marrow. (Reduction in hemopoietic cells) (Replaced by Fat) 
> Aplastic Anemia 


If a blood donor passes Out (Coma) while donating blood, all the following 
could be effective: 

v Ensure he is hydrated and has not skipped a meal. 

v Elevate his legs (as it might be due to a vasovagal attack). 

v Ensure his Hb meets the minimum requirements for donation. 

v Encourage him to eat, rest and mobilise after recovery. 


ATTENTION, WE SHOULD NEVER Continue taking blood from him in this case! 
We need to IMMEDIATELY stop the donation. 


Key | Tmnartant: 


SSeS od 


Patients who are on Warfarin and are going for Surgery need to > Stop 
their Warfarin 3-5 days before the surgery. Heparin is usually started instead. 


This is called “Heparin Bridging”. 
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After Stopping Warfarin (3-5 days before surgery), surgery can take place 
when INR is < 1.5. 


Heparin is more easily and rapidly reversed. 
Resume Warfarin at the evening of the operation day when INR at the 
therapeutic levels (Not Always. Local Hospital Guidelines differ). 


‘<muce) A Quick Recap on Mode of Inheritance: 
42 | Hemophilia — X-linked Recessive. 
V G6PD deficiency — X-linked Recessive. 
V¥ VWD — Mostly Autosomal Dominant. 
\ Hereditary Spherocytosis — Mostly Autosomal Dominant. 
\ Thalassemia — Autosomal Recessive. 
V Sickle Cell Anemia — Autosomal Recessive. 


Chance of Inheritance to Children 

© Autosomal Recessive Conditions: (25% if both parents are carriers) 
© Autosomal Dominant Conditions: (50% if One parent is affected) 
® X-linked Recessive Conditions: (Male: 50% if mother is carrier) 


© Others -for the genetic chapter- 


V Cystic Fibrosis, Congenital Adrenal Hyperplasia > Autosomal Recessive. 
Vv ADPKD, Neurofibromatosis, Huntington’s > Autosomal Dominant. 
Vv Duchenne Muscular Dystrophy (DMD) > X-linked Recessive. 


¢ Alport Syndrome > X-linked (0% to pass from a father to a male child) 


e Parvovirus B19 (Aplastic Crisis) > Severely Low Hb and Low Reticulocytes. 
e Splenic Sequestration Crisis > Severely Low Hb, But High Reticulocytes. 


Parvovirus B19 > Sickle Cell Anemia or H. Spherocytosis. 
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| @ EBV Lymphomas > Burkitt’s Lymphoma or Hodgkin’s Lymphoma. | 


@ AIDS (HIV)-related Lymphomas > Non-Hodgkin’s Lymphoma (Diffuse large 
B cell) followed by (Burkitt’s lymphoma). 


Complications (Crises) of Sickle Cell Anemia 


© Thrombotic (Vaso-occlusive) Crisis: 

¢ The commonest complication of SCA. 

e Sickle-shaped RBCs act as clots and cause occlusion of small blood vessels > 
Ischemia-like features. 

¢ Common Scenarios: 

V Mesenteric Ischemia (Acute Abdomen). 

v Avascular Necrosis (e.g. femoral head). 


© Splenic Sequestration Crisis: 

¢ Sudden Enlargement of Spleen. (Pooling of RBCs) 
e Very low Hb. 

e High Reticulocytes. 

¢ If recurrent > Splenectomy. 


Aplastic Crisis: 

¢ Commonly due to (Parvovirus B19). If you see Parvovirus > Aplastic Crisis. 
e Very low Hb. (Transient stoppage of erythropoiesis > everything is low). 

e Very low Reticulocytes. 


© Hemolytic Crisis: (Rare). 


Example, 


19 YO % known case of Sickle Cell Anemia presents with pallor, Shortness of 


breath, lethargy and headache. For the past week, he has been having flu-like 
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symptoms. He also complains of joint aches on his hands, wrists, knees and 
ankles for the previous few days. His Hb is 56 g/L. Doctors suspected 
parvovirus B19 infection and sent specific IgM and IgG antibodies to Parvovirus 
B19. 


The likely Diagnosis > Aplastic Crisis, 


Vv Once you see parvovirus B19 in SCA or Hereditary Spherocytosis > Aplastic 
Crisis. 


<MiBeta Thalassemia Major (Autosomal Recessive) 


¢ Marked Pallor 
e Mild Jaundice 


¢ Hepatosplenomegaly 

e Frontal Bone Bossing (Skull Bossing) 

e Frequent blood transfusions > |ron overload > Endocrinopathy e.g. DM. 
@ Rx: 

V Lifelong Blood Transfusion (maintain Hb > 9.5). 

V Iron Chelating Agents (e.g. Deferoxamine “Desferal” SC twice a week) 


Key | Achild presents with epistaxis. His labs are normal (Platelets, PT, PTT, Bleeding 


Vv The likely cause > or Trauma. 


Key | Remember that: 


@ The CHA2DS2-VASc score is used to determine the need to anticoagulants in 
a patient who has atrial fibrillation to reduce the risk of future stroke. 
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@ The ABCD2 score (Prognostic) is used to identify the risk of stroke in patients 
who have had a suspected TIA. 


Key |In a Patient with We Calculate the 


Pf Riera) 
es 


L sc Sex category (female) 


# Give Warfarin or DOAC (Direct-Acting Oral AntiCoagulants, such as Apixaban, 
Rivaroxaban, Edoxaban, Dabigatran) To > 

All patients with score 2 or more. 

Consider giving Warfarin or DOAC to Men whose scores are 1 or more. 


Advantages of DOAC: 


- Noneed for INR Monitoring, 
- Faster Onset of Action (2-4 hours), 
- Reduces the risk of intracranial Hemorrhage. 


Disadvantages of DOAC: 
- No Antidote 


- Require strict compliance by the patients. 
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Note, it is important to remember DOAC Medications! They are asked in the 
exam in a stem which describes a patient with Atrial Fibrillation. We either give 
Warfarin or DOAC (e.g. Apixaban) as a long-term anticoagulant. 


After C-Section, a woman develops swelling of her entire left leg starting at the 
level just above the inguinal ligament. She also has Back and Buttock pain. 


The likely cause > Common iliac VENOUS thrombosis. 
DVT is common in pregnancy and Post C-Section. 


V The Swelling in “iliac” VEIN thrombosis begins the level of inguinal 
Ligament + Back and Buttock pain. 

Vv The Swelling in “Femoral” VEIN thrombosis will begin the level of 
inguinal Ligament. 

V Arterial Occlusion does not present with Swelling like in this stem, it rather 
presents with the known (6P features of Acute Limb Ischemia) > Pain 
(Sudden), Pallor, Pulselessness, Paralysis, Paraesthesia (Numbness), Perishing 
cold. 


The Diagnostic Test in Lymphoma — LB Biopsy. 
50 
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Infectious Diseases 
Full 


Asked Antibiotic Treatment (Important) 


Do not worry if you cannot memorise these now as all of them will come 
across while studying the full notes in all sections. 


Community Acquired Pneumonia Amoxicillin 

(Mild) 

Community Acquired Pneumonia Amoxicillin + Clarithromycin 
(Moderate) 

Community Acquired Pneumonia Co-amoxiclav + Clarithromycin 
(Severe) 


Co-amoxiclav = Amoxicillin + clavulanic acid 
e.g. Augmentin® 


Pneumocystis Jirovecii “P. Carinii” Co-Trimoxazole 
= (Trimethoprim + Sulfamethoxazole) 


= Bactrim® 

Tuberculosis (TB) V First 2 months > (Ripe) > 
Rifampicin, Isoniazid, Pyrazinamide, 
Ethambutol. 
Vv The next 4 months (Ri) > 
Rifampicin, Isoniazid. 


Aspiration Pneumonia Amoxicillin + Metronidazole 
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Out-of-hospital Meningitis Benzylpenicillin 

In-hospital meningitis (most types) Ceftriaxone 

Listeria Meningitis Ceftriaxone + Ampicillin + Gentamicin 

Cryptococcal Meningitis Amphotericin B 

Meningitis Prophylaxis “for contacts” v Ciprofloxacin “preferred” or: 
Vv Rifampicin 

Lower uncomplicated UTI Trimethoprim or Nitrofurantoin 

(in a non-pregnant 2) 

Candida albicans (Vulvovaginal Clotrimazole or Fluconazole 

Candidiasis) 

Trichomonas Vaginalis Metronidazole 


e Bacterial Vaginosis (Gardnerella Vaginalis) Metronidazole 
¢ Trichomonas Vaginalis 


Cervicitis (Chlamydia) 


Cervicitis (N. Gonorrhea) 


PID “Pelvic Inflammatory Disease” Differs based on hospital guidelines, 
one example: (CDM) 
Ceftriaxone + Doxycycline + 
Metronidazole 


a | 
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Syphilis 
Genital Herpes “HSV” 


Salmonella/ Shigella/ Campylobacter 


Clostridium Difficile 
“Pseudomembranous colitis” 
H. Pylori 


Acute “bacterial” Otitis Media 
URTI “Pharyngitis/ Tonsillitis/ 
Laryngitis” 


Penicillin G 
Aciclovir 


Erythromycin or Azithromycin or 
Clarithromycin 

Or Ciprofloxacin 

Vv Oral Metronidazole “first line” 
Vv Vancomycin “if severe” 

OAC Regimen 

Vv Omeprazole (PPI) 

Vv Amoxicillin 

V Clarithromycin 


Amoxicillin 
Phenoxymethylpenicillin 


Cellulitis 
Mastitis 
Diabetic Foot Infection 


Septic arthritis 
Osteomyelitis 


Scabies 
Toxoplasmosis 
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Flucloxacillin 


Flucloxacillin + Sodium Fusidate 


5% Permethrin 
Pyrimethamine + Sulfadiazine 


- RFx >Hx of immunosuppression (e.g. DM, recent Hx of treatment using 
antibiotics, taking steroids), smoking, elderly 

- Thick white marks + Inflamed mouth/ tongue. 

- Note that Plaques might enlarge and become painful and cause discomfort 
in eating and swallowing. 


- Can be rubbed out (removed). 


- It might also present with red inflamed painful sore mouth angles. 
Treatment: 


- Stop Smoking. 
- Good inhaler techniques, spacer device, rinse mouth with water after use. 
- |Oral Fluconazole 50 mg OD for 7 days or Fluconazole oral suspension. 
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Hx of Smoking. 

Raised edges, bright white patches, sharply well defined. 
Cannot be rubbed out. 

Tx > Stop Smoking + biopsy (as they are premalignant). 


Example, 


A pregnant lady presents with thick white marks in her mouth for 3 weeks. 
O/E, her mouth and tongue appear inflamed. She smokes 20 Cigarettes a day. 


The likely Dx > |Oral Thrush (Candidiasis) 


Vv Pregnancy > weak immunity > Candida albicans can grow. 


Vv Smoking is a precipitating factor in both Oral Candidiasis and Leukoplakia. 


ampie 


An old immunocompromised patient presents with painful dysphagia 
(Odynophagia) + Redness, Fissuring and Soreness at the mouth angles. 


> \Candida albicans (Oral thrush 


Another Differential Dx > Bacterial (Staph. Aureus) 
Summary: 
V Oral Candidiasis > Thick white marks + Can be rubbed out + Inflamed mouth. 


V Leukoplakia > White marks, cannot be rubbed out, sharply defined. 


<a Streptococcus Pneumoniae 


¢ Gram POSITIVE Diplococcil. 


¢ The commonest cause of Pneumonia. 
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¢ Typical Pneumonia features: 

V Productive cough. Vv Fever. Vv Chest tightness. 
V Unilateral Basal Crackles (on Auscultation.) 
V Unilateral Lobar Consolidation (on X-ray). 


Vv Vey Important > Association with Herpes Labialis. 


© Pneumonia Types Clinchers & 
Mycoplasma ¢ Flu-like symptoms 
e Erythema Multiforme. 
(Mycoplasma > Erythema multiforme) 


Patchy consolidation often of 1 lower lobe. 


Pneumocystis jirovecii | * |mmunocompromised (HIV with CD4 < 200) 
(or: Pneumocystis Carinii) | ¢ Exertional Dyspnea. 
“a yeast-like fungus” e Dry Cough. 

¢ Bilateral consolidation. 


Staphylococcus ¢ Usually in a patient with influenza infection 

Aureus (Initially flu-like symptoms then pneumonia). 
e Also common in IV drug abusers and elderly. 
Bilateral Cavitation. 


Legionella ¢ Hx of contamination with water. 
Bi-basal Consolidation 


StreptococcaL ¢ Typical features of community acquired 
(Pneumococcal) pneumonia; (productive cough/ fever/ unilateral 
(The commonest cause of | basal crackles and consolidation) 

pneumonia) ¢ Association with Herpes Labialis. 


Lobar Consolidation. 


Klebsiella > Cavitating pneumonia particularly of upper lobes. 
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It is Very difficult to differentiate the types of pneumonia clinically. However, try 
to memorise the next links as they usually (but not always) work and sometimes 
are given as hints: 

e Herpes Labialis > Streptococcal (Pneumococcal). 

e Erythema Multiforme > Mycoplasma 

e HIV with CD4 < 200 > Pneumocystis Jirovecii (Carinii) 

e Pneumonia developed after influenza (Flu) > Staph. Aureus. 

¢ Pneumonia after Hx of Exposure to Water > Legionella. 


¢ Important Note 


Sometimes a question may try to trick you into choosing (P. jirovecii) by giving a 
Hx of HIV-Positive patient, be careful! HIV is a risk factor for both P. jirovecii 
and Streptococcal Pneumonia. 


(Simple Rule) 

Vv If the CD4 < 200 (+) bilateral consolidation > P. jirovecii. 

Vv If CD4 > 200 (+) Lobar pneumonia > Streptococcal Pneumonia (which is the 
commonest cause of pneumonia). 


Hx of travel to/from India + Fever, Cough, Cervical Lymphadenopathy, 
Caseating Granuloma in the LNs 


> |TB “Tuberculous Lymphadenitis” . 


A quick Recap: 
TB > Caseating Granuloma. 


@ Sarcoidosis > Non-Caseating Granuloma. 


@Crohn’s Disease > Non-Caseating Granuloma. 
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® Fever, Cough, Cervical Lymphadenopathy, Hoarseness, Dysphagia, 
Weight loss, IV drug user, low socioeconomic 


> |TB “Laryngeal TB’ 


IV drug users and low socioeconomic class are risk factors for TB. 


Linear tracks on skin (Burrows) + Severe Pruritus (itching), specially at the skin 
fold “flexures” of > wrists, finger webs, elbows, axilla, areola, genitalia. 


Scabies Burrows 


® Dx > (arrows point to mites) 


© Organism > Sarcoptes Scabiei 
(parasite > skin infestation) 


Mode of transmission > Skin-to-skin contact 


Mechanism of Pruritus > |Allergic Reaction) (Not infection)! Important Vv 
First line treatment > (not 0.5%). 


@ Usual hint > Nursing Home @ 


Infectious Mononucleosis (IMN) 


© The other name for (IMN) > (Glandular Fever. “important v” 


The causative organism > Epstein-Barr Virus (EBV), also called (Human 
Herpesvirus 4, HHV-4). 
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© Presents with > Sore throat, Exudative tonsillar enlargement, fever, 
malaise, lymphadenopathy “especially cervical” + Solenomegaly + Palatal 
petechiae. 


Key 


> Receiving leads to a development 


of > Pruritic maculopapular rash. 
You might even get asked about the drug that has led to rash development! 
The answer would be either orl 


Dx> = = 
FBC > 7 WECs, 7 ESR, Lymphocytosis, Atypical Lymphocytes > 20% 
Rx > Supportive “simple analgesics for any pain” 

Tuberculosis (TB) 
> Mycobacterium Tuberculosis (Acid Fast Bacilli) 


Features + Chronic Productive Cough / Hemoptysis / Weight loss (Cachexia) 
/ Fatigue / Night sweats. 


© Small areas of Caseating granulomas (Ghon focus) 
eit-@.Ge-.7 —> Upper lobe consolidation/ infiltrates with cavitation. 


+> Homeless / Drug Abuser / Smoker / Low Socioeconomic class. 


S1Dx 


V First line > Sputum for Acid-Fast Bacilli (AFB). 
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Vv If No Sputum on cough? > Bronchoalveolar Lavage. 


Vv If bronchoalveolar lavage is refused by the patient? > Gastric Lavag 
(The patient might swallow sputum while a sleep and thus gastric lavage could 
help obtain a sputum sample to be tested for AFB). 


Nar -iliemiemacselacy for latent not acute TB”: 


Vv Mantoux test > If contacts have not had BCG vaccine before. 
Vv Interferon Gamma test > If contacts have had BCG vaccine before. 


(6 months plan) 


V First 2 months > (Ripe) > Rifampicin, Isoniazid, Pyrazinamide, Ethambutol. 


TB — Upper right upper lobal Cavity, Infiltrates 


SA a 
im VOrtalnt. 


Not all TB patients are safe to be managed as outpatients; there are 
certain groups need to follow a strategy called 

— [Directly-Observed Therapy 

This strategy requires Volunteers, healthcare workers or family 
members to observe and record patients taking TB medications doses. 


© It is run for the following “Under-served groups’ of patients: 
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V Homeless. Vv Imprisoned. V Drug or alcohol misuse. 
v Those who have not been adherent to therapy. 
Vv Those who are too ill to adhere to therapy. 


¢ Additional Points in favour of TB: 


V Hx of travel to or from South Asia or Sub-Saharan Africa, India. 

V the Palpable LNs are initially tender and firm and discrete. 

V There is usually Chronic Productive Cough + Bloodstained sputum. 
Vv + Erythema Nodosum. 


® NOTE that although Toxoplasmosis can present with Splenomegaly and cervical 
lymphadenopathy, weight loss is usually not seen in Toxoplasmosis. 


Scroll Down 


Wl 


Key | In the UK, Gastroenteritis patients should be safe to return to work after 2 days 
(48 hours) of the last episode of symptoms (Diarrhea or Vomiting). 


Key | ¢ Otitis Media can cause Meningitis. 
¢ Meningitis can cause Hearing Loss. 


“One of the delayed complications of bacterial meningitis is hearing loss” . 


Important: 


v After treating meningitis > Arrange Hearing Test! 


Kaposi Sarcoma 


v Cancer of Connective Tissue (Blood vessels 7S in size resulting in 

> red, purple, brown or black nodules or papules that are usually non- 
painful). 

V RFs (Hints) > |AIDS| patients / [Homosexual] or Bisexual / Jewish 
Mediterranean. 

Vv The commonest sites > mouth, nose and throat. 

vVThey can also grow internally (e.g. lungs, GIT). 


Homosexual or Jewish man, Multiple purple nodular lesions on face 
and trunk, they are not painful or itchy. 
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ABI Chicken Pox — 


@ Very contagious (Mainly > via Respiratory dpirborne) route) (v) 


However, the Varicella zoster can also be transmitted via direct contact with 
the vesicles. 
Once the vesicles are dried and crusted > no transmission. 


@ |Infectivity: 4 days Before the rash appears, and 5 days After the rash first 
appeared (stop when the rash dries and crusts) 


@ Presentation: 


V Fever (38-39 C). 
V Pruritic “itchy” Rash: macules > papules > vesicles > and then dry crusts, 


starting on the face and spreading mainly on chest and back. 


Q) When can a child with chicken pox return to a school? 


A) |After the rash and vesicles are dried and crusted (Usually around 5 days 


after the onset of the rash). 


Management “Important” 
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¢ Generally, in a healthy child < 12 YO > + Supportive measures 
(such as paracetamol for fever and sedating antihistamines and calamine lotion 
for itching [Self-Limiting Disease]. 


HOWEVER 


¢ If superimposed infection is suspected (e.g. discharging pustules, redness 
around the vesicles, pinkish fluid secreted from the lesions with High Fever) 


> Give ral Antibiotics, 


¢ When to give Varicella-Zoster Immunoglobulin (VZIG)? 


Vv Immunocompromised patients with exposure. 
Vv Pregnant O+ with exposure and with no VZ antibodies. 
Vv Newborns with peri-partum exposure. 


¢ When to give oral Acyclovir? 


Vv Immunocompromised patients who develop Chicken Pox. 
Vv Pregnant + who develop Chicken Pox. 


Example, 

An elderly 2 on chemotherapy for breast cancer and on steroids for RA 
presents to inquire about the management for her condition. She says that her 
grandson has chicken pox and she is in contact with him. What should be done? 


> Waricella-Zoster Immunoglobulin 


She is immunocompromised (Chemotherapy + Steroids) with exposure (She did not 
develop the disease) > Varicella-Zoster lg. 
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Chicken Pox (Varicella Zoster) 


waaiLyme Disease (Lyme Borreliosis) 


© Hx of Camping or Walking in gardens/ Jungles. 

© Erythema Migrans (erythematous, painless, non-itchy) 

+ (fever, headache, myalgia, general aches and pains) 

@ Later On (Possible) > Facial Paralysis, Meningitis, AV-heart block, 
Myocarditis, Arthritis. 


It might present as annular rash with scaly edges (e.g. on the thigh) that’s 
slowly growing with associated general pains and aches. 


© Diagnosis — Antibodies to Borrelia Burgdorferi. 


© Treatment: 
¥ Early disease > Mnnneeling (First-line but Contraindicated in Preenancy > 


ee 3 = se 


ee | 


Amoxicillin is given instead). 


Vv [Disseminated Disease| > Ceftriaxone. 


Copyrights @ PlabiKeys.com 


Lyme Disease (Lyme Borreliosis) 


V Hx of Camping or Walking in gardens/ Jungles. 


— = a 


Ixodes scapularis Tics bite skin and > Erythema Migrans “Non-painful, 
spread Borrelia Burgdorferi bacterium. non-itchy rash enlarging in size” 


® Diagnosis — Antibodies to Borrelia Burgdorferi. 


© Treatment: 


v Early disease > (First-line but Contraindicated in Pregnancy 


> Amoxicillin is given instead). 


v [Disseminated Disease| > Ceftriaxone. 


<A4i Common signs and Symptoms of Meningitis in Babies and Toddlers 
4 common signs and Symotons of Meningitis in Babies and Toddlers | 


Scroll Down 
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& Fever, cold hands and feet / , Refusing food and vomiting 


Fretful, dislike being handled Drowsy, floppy, unresponsive 


Ce) Rapid breathing or grunting i . Pale, blotchy skin. Spots/rash. 


Unusual cry, moaning j , _ Tense, bulging fontanelle (soft spot) 


C> Stiff neck, dislike bright lights ( \\ Convulsions/seizures 


Common signs and Symptoms of Meningitis in Children and Adults 


Scroll Down 
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Fever, cold hands and feet Vomiting 


Py] 


Drowsy, difficult to wake oI Confusion and irritability 


f->~N\ Severe muscle pain fa Pale hlotchv skin. Snot¢/rash 


Severe headache Ga Stiff neck 


Dislike bright lights eo Convulsions/seizures 


These pictures are obtained from: www.meningitisnow.or. 


For the exam 
If a patient presents with fever, vomiting, headache, altered mentation 


(Abnormal GSC), Hx of seizure, Photophobia. 


Likely > Meningitis, 


¢ The most likely diagnostic investigation (For the Exam): 


V If without rash, pick > (LP) = [CSF Analysis. 


Vv If with Rash, pick > Blood culture (Meningococcal Septicemia — Neisseria 
Meningitidis) 


For your knowledge, LP Contraindications: 
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+ Intracranial pressure. § Bulging, tense fontanelle. { Ongoing seizure. 
GCS < 9 or a drop of > 3. f Unequal, dilated, unresponsive pupils. {| Papilledema. 
@ Additional Important points: 


¢ Treatment of Meningitis should be started ASAP even before 
the investigations. 


+ + Rottying the local Health Frotection Team should oe made 


* Points in favour of Septicemia: 


> Arthralgia and muscle aches, Cold periphery, Pale or mottled skin, SOB, Rash. 


¢ Points in favour of Meningitis: 


> Photophobia, Severe headache, Nick stiffness. 


Hx of travel to/from Africa (e.g. Sudan) + Fever, Chills, Rigors + 
Hepatomegaly, Hematuria (dark/red urine) 


> Malaria 


It is good to know that an infection with Schistosoma do not present with both 
(Hepatomegaly) and (Hematuria) at the same time. This is because the 


Schistosoma organisms responsible for these 2 features are different. 

V Schistosoma Mansoni > affect intestines and liver > Hepatomegaly. 

V Schistosoma Hematobium > Affect the Urinary Bladder > Hematuria, UB 
calcification and obstructive uropathy. 

“These 2 features are caused by 2 different species” 
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@ Hx of travel to/from India + Fever, Cough, Cervical lymphadenopathy, 
Caseating Granuloma in the LNs 


> |TB “Tuberculous Lymphadenitis”. 


Needle Stick Injuries 


If a healthcare professional “e.g. a surgeon” is pricked by a needle: 


Basic 1** Aid > Washing with soap under running water + Encouraging 
bleeding in the affected area. 


Request for the patient’s permission to investigate him for blood-borne 
infections (HIV, HCV, HBV). 


S As for the affected “Pricked” healthcare professional: 
v If the patient is a low-risk (safe sexual intercourse, do not use IV drugs...etc) 
> Test the affected healthcare professional for Hepatitis B surface antigen. 


Vv If the patient is a high-risk (e.g. drug addict) > Start Post-Exposure 
Prophylaxis (PEP) for the affected healthcare professional. 


v Offer Hepatitis B Booster “if booster doses are not received previously or if 


the healthcare professional cannot remember the last time he received a 
booster dose”. 


WAsfecs alam wash aaewMe aealeaarwsh Liamaésélta BP éhleam aoaae2aé9D 


SUEY SOW EVN WEE CARPE FE CARER ED BS SEEN BEER 

¢ This is because the chance for post-needle prick transmission of HIV is only 
0.3%, risk for transmission of HCV is 3%, whereas transmission of HBV is as high 
as 30%! 


¢ More importantly, the surgeon should return in 6 weeks to be tested for HIV 
and HCV as these need some time to appear in serum if he gets infected. 
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¢ The patient should always be tested for HIV, Hepatitis C and Hepatitis B 
“after his consent”. 

¢ The affected “pricked” doctor should always be tested for Hepatitis B 
“surface antigen” and hepatitis B booster should be offered if he cannot 
remember when the last time received a booster. 

¢ If the patient was a high risk, then the “pricked” doctor needs to be started 
on PEP “Post-Exposure Prophylaxis”. 


Important Notes on Meningitis Treatment “ 


MA patient presents to a GP clinic (Not hospital) with suspected meningitis 


> |BenzylPenicillin IM or | 


WA patient presents to a hospital with suspected meningitis 


> Start with 3 Generation Cephalosporin (Ceftriaxone or Cefotaxime 


“empirical” even before the investigations results. 
If a patient with suspected meningitis has hypersensitivity to penicillin or 


cephalosporins > Chloramphenicol 


Notify the Health Protection Team immediately as soon as there is clinical 
suspicion. (Meningitis is a notifiable Disease) 


(| IMPORTANT: 


V In Listeria Meningitis > \Ceftriaxone (+) Ampicillin (+) Gentamicin 


Vv In Cryptococcal Meningitis > Amphotericin B 


| Meningitis prophylaxis (for contacts) > “Preferred” or Rifampicin, 


Key | @ HIV positive patients should NOT be given the following vaccines: 
18 | Vv BCG vaccine. (X) 


Vv Tenow Fever Vaccine, (A) 


If CD4 < 200 cells/ ml > Also AVOID MMR Vaccines. (X) 


Tetanus Prophylaxis (after injury) 


° ) risk; dir’ in 


V If 4S > Give IM human Tetanus Immunoglo “Regardless of the 


immunisation status”. 
Vv if > no need for Tetanus Immunoglobulin. 


V MSU ecrefAllsmeemel-ies (Completed 5 doses of tetanus vaccine) > Do 


not give tetanus vaccine. 


V LRU rela melm lilxelileiaa: — Give Complete course of tetanus vaccine (5 


doses) Or Full course of DTP if never been immunised (Diphtheria, Tetanus, 
Pertussis) 


¢ Important, sometimes we also give as prophylaxis for wound 
infection if the wound is high risk. 


Notes: 
For Adults who did not receive tetanus vaccine as children, full course should 


be given as follows: 
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¢ The primary 3 doses should be given one month apart. 
e The remaining 2 booster doses: the first booster is given at 10 years after the 
primary course, and the second booster is given 10 years after the first booster. 


For Children (below 10 YO) who did not receive tetanus vaccine before, full 


course should be given as follows: 

¢ The primary 3 doses should be given one month apart. 

¢ The remaining 2 booster doses: the first booster is given 3 years after the 
primary course and the second booster is given 10 years after the first booster. 


Examples: 


¢ If clean wound in a child who has never been immunised? 
> Full course of DTP “Diphtheria, Tetanus, Pertussis”, No need for 
Immunoglobulins as the wound is clean. 


¢ If contaminated wound in an adult who does not remember his last booster 
aaca Aata?d 


> Tetanus immunoglobulin (as the wound is dirty) (+) Full course of tetanus 
vaccine (as the immunisation status is unknown). 


¢ If deep penetrating wound in an adult with full course of tetanus vaccine? 


Mumps: (Paramyxovirus) Transmitted via saliva droplets “close contact” 


A contagious and infectious viral disease, causing swelling of the parotid 
salivary glands in the face, and a risk of sterility in adult males. 


¢ Bilateral Parotitis > pain and tender swelling at the angles of jaw (peri- 
auricular) bilaterally “usually”. 
e Fever, Dry mouth (due to blockage of salivary glands), difficult to open mouth 
or talk (due to swelling). 
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¢ Orchitis (4 or 5 days post-parotitis) (NOT ALWAYS) > local severe testicular 
pain and tenderness, Swollen edematous scrotum, impalpable testes. 


IMPORTANT 
There is no specific treatment for Mumps (neither antibiotics nor 


corticosteroids). All that is needed is paracetamol/ ibuprofen for fever 
and pain + Reassurance. 


atitis B Serolog points to memorise) 


e HBsAg (+ve) > during acute and chronic infection “The first marker that 
becomes abnormal after acquiring Hepatitis B infection”. 


¢ HBsAg (+ve) and HBeAg (+ve) > Highly infectious “Active viral replication” 
(eAger to spread) 


Vv What if antibodies against this (e) develop? 
> Anti-HBe > Indicates response to treatment. 


e Anti-HBs (+ve) > post vaccination/ recovery and immunity against HBV. 
(Vaccine comes from Harvard Business Schoo! “HBs”) 


¢ Which Antibodies will be +ve at the onset of symptoms and will remain +ve 
even after treatment “Indicates Past or ongoing infection” ? 
> The core antibody “Anti-HBc” 


Note > s=surface ff e=envelope Ag=Antigen § Anti=Antibodies 


In < Senne iry (a mus st-know point 


, HBsAg. (Acute/Chronic infection) 


} sfadisaters recent acaustere — |Anti-HBs| 
@ Indicates past infection — /- 
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Additional: 
IgM anti-HBc > Recent acute infection. 
HBV DNA = Infectivity (Active viral replication) 


V Now, after you have understood the above keys, the following table is important. 

Vv Try to link the serology findings mentioned above with the table 

Vv (Note, you will need to highlight this Key and return back to it a few times in order to 
absorb it) 


HBsAg negative | Susceptible 
anti-HBc negative 
anti-HBs negative 


HBsAg negative Immune due to natural infection 
anti-HBc positive 
anti-HBs positive 


HBsAg negative Immune due to hepatitis B vaccination 
anti-HBc negative : — = | 
anti-HBs positive | Important v | 


HBsAg positive Acutely infected 
anti-HBc positive 
IgM anti-HBc positive 
anti-HBs negative 


HBsAg positive Chronically infected 
anti-HBc positive 
IgM anti-HBc negative 
anti-HBs negative 


Genital Ulcers (4, 2) 


® Multiple, Painful Ulcers + Dysuria > HSV “Genital Herpes”. 
> give Acyclovir 
© Single, Not-painful ulcer > Syphilis. “Syphilis painless, chancre” 
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Single, Painful ulcer > Hemophilus Ducreyi (Chancroid). (“| Do cry” from Pain 
and being Single) 


Common infections related to Travel History 


Hx of travel to/from Africa (e.g. Sudan) + Fever, Chills, Rigors + Hepatomegaly, 
Hematuria (dark/red urine) > 


Hx of travel to/from India + Fever, Cough, Cervical lymphadenopathy, Caseating 


Granuloma in the LNs > |TB “Tuberculous Lymphadenitis”,. 


Fever, Cough, Cervical Lymphadenopathy, Hoarseness, Dysphagia, Weight 
loss, IV drug user, low socioeconomic > TB “Laryngeal TB” 


Hx of travel to/from Far East Asia (e.g. Indonesia, Bangkok “Thailand’s 


Capital”) + Fever, headache, retro-orbital pain, General Rash > 


Hx of travel to/from India + Flu-like symptoms + Enlarged Anterior Cervical LNs 


> Diphtheria 


Hx of travel to/from South America + Severe headache + Patient adopts a 
crouching position > 


Chronic Productive Cough / Hemoptysis / Weight loss (Cachexia, malnurished) / 
Fatigue / Night sweats / RFs “Homeless / Drug Abuser / Smoker” > 


Sputum for Acid Fast Bacilli 
If no sputum > Bronchoalveolar lavage 
If patient refuses > Gastric lavage. 


Hx of travel, Prodrome (Initially): HIGH Fever (40C), Watery Diarrhea, Headache, 
Myalgia > Followed by BLOODY Diarrhea > (Campylobacter jejuni|. > Give 
erythromycin or clarithromycin. 
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Hx of Travelling + Water exposure (Swimming/ Fishing/ Rowing) + Contact 
with Animals. 
Vv Presents with > Red eyes (Subconjunctival Hemorrhage), Followed by Yellow 


eyes (Jaundice) + Rash 
Vv + Others (Fever, rigors, malaise, Arthralgia, Myalgia) 


> Leptospirosis > Do [Blood and Urine culture and sensitivity. 


Hx of travel to Africa + Meningitis-like symptoms + Anemia 


a. lm 1. 1. . 


7 fLerepral Malaria). 


Hx of travel + Diarrhea > Bloody Diarrhea, Fever, abdominal pain 


> Think of Traveller’s diarrhea; Campylobacter jejuni) “Gram -ve Bacilli” 


¢ Rx “Important” > Erythromycin (first line) () Azithromycin () 
Clarithromycin () Ciprofloxacin (2"4 line). 


HIV Post-exp prophylaxis (PEP) 


V Anti-retroviral medications given as soon as possible after exposure (e.g. 
having non-safe sexual intercourse with high risk individual or needle stick 
injury when the source is high risk or a bite from a high-risk biter such as a drug 
addict). 

Vv It should be started as soon as possible (from one to two hours up to 72 
hours post- exposure). 


Vv It should be given for (not 5 days). 


When can we reassure the contact person? 
If the source is on Anti-retrovirals for 2 6 months and his HIV viral load < 200. 


Toxoplasmosis Treatment > Pyrimethamine + Sulfadiazine 
25 
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Important Notes for Hepatitis B Serolog 


e HBsAg (+ve) and HBeAg (+ve) > Highly infectious “Active viral replication” 
(eAger to spread) 


¢ Anti-HBs (+ve) > post vaccination/ recovery and immunity against HBV. 
(Vaccine comes from Harvard Business School “HBs”) 


HBsAg indicates (Acute or Chronic infection) and it is the first marker that 
becomes abnormal after acquiring hepatitis B infection. 


HBeAg indicates active viral replication and thus high infectivity. 


Anti-HBs indicates an immunity either due to recent vaccination or 


recovered infection. 


® Anti-HBc is positive once there is or here had been an infection. Therefore, it 
is positive in acute and chronic hepatitis and remains positive even after 
recovery. 


® Shingles (herpes Zoster) and Chicken Pox are caused by the same virus > 
Varicella Zoster Virus (VZV). 

V Chicken Pox > Initial Infection with VZV. 

Vv Shingles (Herpes Zoster) > Reactivation of VZV especially in 
immunocompromised / old patients. 


© If Immunocompromised people (such as those on steroids, HIV-positive, DM) 
have Hx of exposure to patients with shingles 


> Obtain serology for Varicella immunity “Regardless of Hx of chicken pox”. 
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This is to assess the need for further management lines such as Varicella-Zoster 
Immunoglobulins (VZIG) and/or Aciclovir. 


\|o Shingles, also known as zoster or herpes 

|| zoster, is a viral disease characterized by 

1) a painful skin rash with blisters in a localized 

|| area. 

|| & Shingles is due to a reactivation of varicella 

|| zoster virus (VZV) in a person's body. The 

|| disease chickenpox is caused by the initial 
infection with VZV. Once chickenpox has 

|| resolved, the virus may 
remain inactive in nerve cells. Risk factors for 
reactivation include old age, poor immune 


. || function, and having had chickenpox before 
18 months of age. 
@ Rx > Aciclovir. 


i<aiSome forms of Herpes Zoster: 


@ Ramsay Hunt Syndrome (Herpes Zoster Oticus) 


Vv Reactivation of Varicella Zoster Virus (VZV) in the geniculate ganglion of the 
facial nerve (7 CN) > Facial palsy (ipsilateral facial palsy, loss of taste). 

V Otalgia “ear pain” “First symptom”, Tinnitus, Vertigo, Unilateral Hearing loss, 
Painful rash/ vesicles around the ear or on the auditory canal. 

v Rx > Oral Aciclovir + Corticosteroids + Amitriptyline “for the pain”. 
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Vesicular rash 
on external ear 


Lower motor 


neuron paralysis —~— 


of facial nerve 


YY 
Loss of taste ~~ 


sensation over 
anterior 2/3 of tongue 


® Herpes Zoster Ophthalmicus. 


V Reactivation of Varicella Zoster Virus (VZV) in the Ophthalmic branch of the 
Trigeminal nerve (5'" CN). 

V Conjunctivitis, Keratitis, Painful Vesicles around the eye ...etc. 

Vv Rx > Aciclovir. 


@ 40 YO C presents with annular rash with scaly edges on his thigh that’s 
slowly growing over 3 weeks, associated general pains and aches. 


- The likely Dx — [Lyme Disease. 
¢ The appropriate investigation — |Antibodies to Borrelia burgdorferi. 


¢ First line treatment — [Doxycycline (In pregnancy > Amoxicillin). 


Hx of travel, Prodrome (Initially): HIGH Fever (40C), Watery Diarrhea, Headache, 
Myalgia > Followed by BLOODY Diarrhea > (Campylobacter jejuni. 


V Most cases of gastroenteritis due to campylobacter jejuni are self-limiting 
with good hydration. 


Vv However, if severe disease > Erythromycin (first) or Clarithromycin) or 
Azithromycin or Ciprofloxacin. 
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¢ Notes: 

Vv Campylobacter means Curved Bacilli “rods”. It is Gram -ve on stool culture 
and sensitivity. 

Vv So, Campylobacter > Gram -ve Bacilli “rods”. 

Vv V. Cholera > Gram -ve comma-shaped. 

Vv Streptococcus pneumonia > Gram +ve Diplococci. 

V Staphylococcal Aureus > Gram +ve and Coagulase +ve cocci “round” 


You need to remember 2 t things when suspecting meningitis 


Vv Immediately commence IV antibiotics “IV Ceftriaxone or “even 


before Investigations. 


V Notify the Health Protection Team immediately as soon as there is clinical 
suspicion. (Meningitis is a notifiable Disease) 


Cerebral Toxoplasmosis 


© |f Intracranial Pressure (brain mass lesion effect) > Headache, Eye pain, 


Seizures, Focal Neurologic Deficits, Confusion. 
® Others > Visual Hallucination, Facial weakness. 


> Toxoplasma Gondii. 


It lives and reproduces in Cats’ Guts! 


It is reactivated especially in patients with HIV-positive infection when the 
CD4 is very low (<100). (Hint v) 


Brain MRI with Contrast > [Ring enhancing lesion/s|. (Hint! v) 
© Treatment of toxoplasmosis in general > Pyrimethamine + Sulfadiazine. 
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Key | Sore throat, Fever, Malaise, Cervical Lymphadenopathy, 
33 | Exudates on tonsils (Regardless of Hx of travel) 


Vv Likely Dx > |Infectious Mononucleosis |(Glandular Fever). 
Vv The causative Organism > |Epstein-Barr Virus (EBV). 


V Investigation > |Heterophil antibody test = = Paul Bunnel 
important |-> Receiving leads to a development of > 


Pruritic maculopapular rash. 
Rx — Supportive 


X-ray > Urinary Bladder Calcification + Obstructive Uropathy 
34 | U/S > Hydronephrosis + Thickened bladder wall 
Africa 


> Schistosoma Haematobium(. 


¢ Important — ‘Schistosoma Hematobium can lead to Bladder Cancer (may 
be after up to 20 years post-infection, lag period) 


Remember: 
V Schistosoma ManSoni > affect inteStines and HepatoSplenic > 
Hepatomegaly. 
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V Schistosoma HematobiUm > Affect the Urinary Bladder > Hematuria, UB 
calcification, Ulceration and obstructive uropathy and later on bladder cancer 


risk. 


<a Anti-malarial treatment. 


Africa + Fever, Chills, Rigors, Myalgia + Hepatomegaly, Hematuria (dark/red urine) 


> Malaria 


Vv If the question involves “blood film shows ring form plasmodium with 
schuffner’s dots in RBCs”, this means > latent/ dormant stage of Plasmodium 
ovale or vivax “latent hypnozoites in liver”. These dormant Hypnozoites need 
PRIMA to Eradicate them. 

So, the main treatment in this case would be > (WatneEritihts. 


v Otherwise “Non-falciparum/ Non-Hypnozoite Malaria” > (ap felgeretinrs. If fails 
2 


v If pregnant & travelling to Chloroquine-resistant area > Mefloquine. 


This is because Primaquine targets all stages “The liver latent stage and RBCs” 
thus, eradicate, Whereas Chloroquine/ Quinine targets RBCs “Active stage”. 


In short, 
¢ Schuffner’s dots, Plasmodium, hypnozoites > Primaquine. 
No Schuffner’s dots > Chloroquine or Quinine. 


Remember that: (Important Notes) 


¢ Primaquine is contraindicated in patients with G6PD as it can cause severe 
haemolysis. Screening for G6PD is essential before commencing anti-malarial 
therapy. 
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¢ Primaquine is also contraindicated in pregnancy and breastfeeding. 


Vv Chloroquine and Proguanil can be used in pregnancy; however, they are no 
longer effective in preventing Malaria in chloroquine-resistant areas such as 
Sub-Saharan Africa. Therefore, we can see patients who are already on 
Malaria chemoprophylaxis and still got infected with Malaria. 


(Q) So, what to give in a pregnant woman travelling to a chloroquine-resistant 


area as a prophylaxis? > Mefloquine. 


Febrile Neutropenia (Neutropenic Sepsis) 


Patient is unwell + Recent chemotherapy > Start IV Antibiotics IMMEDIATELY! 


Still unwell after 4-5 days? > fungal infection investigation + Add IV Antifungals 


From its name: > Fever | > Low Neutrophils, 


V Absolute Neutrophil counts 0.5 X 109/L (Normal: 2-7.5 X 10°/L) 
Vv Fever (2 38.5°C) or 2 consecutive temperature of (2 38.0°C) 


* It occurs mainly after initiating of chemotherapy in malignancy patients. 
(Chemotherapy > BM suppression > J Blood Cells Production). 
e Another cause > within 1-year of Bone Marrow transplantation. 


© How to manage? “important” 

e Start empirical IV antibiotics sre TET 

¢ Start empirical > | / Tazocin (Taze + Piperac 

e After 48 hours, if the patient is still febrile seers cr 
> Alternative antibiotic: Meropenem + Vancomycin. 
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e After 4-6 days, if the patient is still unwell > |Investigate for fungal infection 


(sometimes, the answer would be: |Add IV Antifungal). 


In a patient with neutropenic sepsis, if 4-6 days have passed and the patient is 
still febrile and/or neutropenic despite receiving adequate antibiotics 


> Investigate for fungal infection 


Another correct answer > |Continue the antibiotics and Add IV Antifungal 


Important, 

Sometimes, the neutrophil count will no be given in a stem. Regardless of that, 
start IV antibiotics in all patients with recent chemotherapy who have fever 
and feel unwell (Suspected Neutropenic Sepsis). 


¢ Remember that Tumour Lysis Syndrome can also develop after 


initiating of chemotherapy. 
umor Lysis Syndrome, 


HyperUricemia (4. Uric Acid “Also called serum Urate) > Gout. 
HyperKalemia (4 K* “Potassium”) 
HyperPhosphatemia (4 Phosphate) 


Hypocalcemia. ( Calcium). 


Vv It occurs mainly in Leukemia (Especially ALL) and Lymphoma (Particularly Burkitt’s 
Lymphoma) after initiating Chemotherapy. 


v Chemotherapy, Radiotherapy, Surgery > Rapid Lysis of Tumour Cells > Excessive 
amounts of Uric acid “Urate”, Potassium and Phosphate are released into the blood. 


Key | Remember, TB Diagnosis: 


V First line > Sputum for Acid-Fast Bacilli (AFB). 
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V If No Sputum on cough? > |Bronchoalveolar Lavage. 
Vv If bronchoalveolar lavage is refused by the patient? > 


(The patient might swallow sputum while a sleep and thus gastric lavage could 
help obtain a sputum sample to be tested for AFB). 


Leptospirosis (The commonest Zoonotic infection) 


V Hx of Travelling + Water exposure (Swimming/ Fishing/ Rowing) + Contact 
with Animals. 

Vv Presents with > Red eyes (Subconjunctival Hemorrhage), Followed by Yellow 
eyes (Jaundice) + Rash 


Vv + Others (Fever, rigors, malaise, Arthralgia, Myalgia) 


Diagnosis > Blood and Urine culture and sensitivity. 


Vv The organism is detectable in Blood in the first 7-10 days of the disease. 
Vv The organism is detectable in Urine after 7 days and up 30 days. 


Treatment: 

V Usually mild and self-limited. 

V Oral Doxycycline (for mild cases). 

Vv Ampicillin or Benzylpenicillin (for severe cases). 


It spreads by contact with the urine of infected animals (Direct) 
Or by contact with water that has been contaminated with infected animal's urine 
(Indirect). 
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caused by Leptospira bacteria found HOW IS [ 
in both wild and domestic animals 


bw TRANSMITTED 
ES >, O direct contact with urine 
of infected animals or urine- 
contaminated water, damp 


O swallowing of contaminated 
water or food 


Key | It is Very Difficult to differentiate the types of pneumonia clinically. However, try 
39 | to memorise the next links as they usually (but not always) work and sometimes 
are given as hints: 


e Herpes Labialis > Streptococcal (Pneumococcal). 

e Erythema Multiforme, young, boarding, hostels > Mycoplasma 

¢ HIV with CD4 < 200 > Pneumocystis Jirovecii (Carinii) 

¢ Pneumonia developed after influenza (Flu) + IV drug users > Staph. Aureus. 
¢ Pneumonia after Hx of Exposure to Water, smoker > Legionella. 


Neel eel bers (Mainly by Group A Beta-hemolytic Streptococci) 


Necrotising = Necrosis 
Fasciitis = Infection spread deep and involves deep Fascia and muscles. 


V Life-threatening as it spreads rapidly and involves deep layers (dermis, 
subcutaneous tissues, fascia, muscles) 


Vv RFx > IM or SC Drug injections / DM / Immunosuppression. 
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Initially (First 1-2day), it resembles cellulitis (erythema, swelling, pain over the 


affected area). However, |it does not respond to flucloxacillin| (while Cellulitis 


responds). 
Then > Bullael > grev/ black skin (Necrosis) > hard subcutaneous tissue > 


rs = 


septic shock. 


Vv VERY SEVERE PAIN! disproportionate to physical signs. 


v Rx > Urgent Surgical Debridement and IV antibiotics (e.g. IV Clindamycin/ 
Benzylpenicillin) 


Note: 
Necrotising Fasciitis is diffuse and deep infection while Erysipelas is well- 
demarcated infection. 


Scenario 


A5 YO child returned from Ghana with his family 6 weeks ago and now 
presents with fever, neck stiffness, chills, vomiting and impaired consciousness 
that have started 2 days ago. Before he left to Ghana, he was commenced on 
malaria prophylaxis. His FBC shows Anemia. 


The likely Dx > |Cerebral Malaria. 
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Be aware that malaria prophylaxis does not guarantee full protection against 
all subtypes of malaria. 


® Suspect malaria in any patient who presents with a fever after a history of 
travel to a Malaria-endemic area (e.g. many parts of Africa) in the last year, 
particularly the last 3 months. Many cases may have non-specific symptoms 
and are thus misdiagnosed until late. 


Neck stiffness and Impaired consciousness are seen in both meningitis and 
cerebral malaria. However, the presence of Anemia points more towards 
cerebral malaria. 


Hx of travel to Africa + Meningitis-like features + Anemia > Cerebral malarial. 


Key 
45 


Q) When can a child with chicken pox return to a school? 


A) After the rash and vesicles are dried and crusted 

(Usually around 5 days after the onset of the rash). 

In HIV-Positive patients, prophylaxis antibiotics might be needed: 

v If CD4 < 200 > (prophylaxis against Pneumocystis jirovecii). 


Vv If CD4 < 50 > Azithromycin (Prophylaxis against Mycobacterium avium). 


Be aware that \la@lekyaess is not uncommon and if large enough, it can cause 
dysphagia. 


Once there is high fever with erythematous skin swelling, think of ‘Abscess. 


Rx > IIlV antibiotics, Incision and Drainage. 


¢ The presence of fever, tachycardia and tachypnea warrants Intravenous (not- 
oral) antibiotics as the patient might be septic. 


Responds only to voice or pain/ unresponsive. 
Acute confusional state 

Systolic B.P < 90 mmHg (or drop >40 from normal) 
Heart rate > 130 per minute 

Respiratory rate = 25 per minute 

Needs oxygen to keep SpO2 >=92% 
Non-blanching rash, mottled/ ashen/ cyanotic 
Not passed urine in last 18 h/ UO < 0.5 ml/kg/hr 
Lactate > 2 mmol/l 


Recent chemotherapy 


If a person has be bitten by a high-risk person (e.g. Drug addict) 


> Start Post-Exposure Prophylaxis). 


Note, all human bites should be treated with a 7-day course of Co-amoxiclav 
(Amoxicillin + clavulanic acid e.g. Augmentin®) PO. 
If penicillin allergic > Metronidazole + Doxycycline 


<ABiWhipple's disease 


A rare multi-system disorder caused by Tropheryma whippelii infection. It is more 
common in those who are HLA-B27 positive and in middle-aged men 


malabsorption: diarrhoea, weight loss 

large-joint arthralgia 

lymphadenopathy 

skin: hyperpigmentation and photosensitivity 

pleurisy, pericarditis 

neurological symptoms (rare): ophthalmoplegia, dementia, seizures, ataxia, 
myoclonus 


ejunal biopsy shows Stunted Villi and deposition of macrophages containing 


Periodic acid-Schiff (PAS) granules. [Diagnostic and Important for exam v] 


guidelines vary: oral co-trimoxazole for a year is thought to have the lowest relapse 
rate, sometimes preceded by a course of IV penicillin 


The most important point to remember is that in a patient with indigestion and 


Jejunal biopsy reveals Macrophages with PAS Granules > |Whipple’s disease. 


Key | @ Jejunal biopsy shows deposition of macrophages containing Periodic acid-Schiff 
47 | (PAS) granules > Whipple’s Disease. 
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Duodenal/Jejunal biopsy shows Villous atrophy “Shortening”, Crypt hyperplasia, 
lymphocytosis. > Celiac Disease. 


A patient with known celiac disease underwent duodenal biopsy that shows 
lymphomatous infiltrates > Lymphoma. 
“Remember, T-cell lymphoma is a rare complication of celiac disease”. 


Key | The most common organism for infectious mastitis/ abscess is 


48 | > Staph. Aureus. 


Breastfeeding Notes: 

Vv if the mother has HIV > AVOID breastfeeding! 

Vv If the mother has Breast Abscess > Continue Breastfeeding “usually”. 

v If the mother has Nipple Candidiasis > Continue Breastfeeding. 

Vv If the mother has Hepatitis B > Continue Breastfeeding (provided that the 


Bs aif. - Be me eo SS ee: ees | Oe ome ee os ee Aion ba 


DdDYy fds TECeiVe NePaAlills BD HNIMUNOPLOPNylaArls). 
Vv If the mother has Hepatitis C > Continue Breastfeeding (unless the mother’s 
nipple is cracked or bleeding). 

Vv If the mother has TB > Continue Breastfeeding. (babies need to be 
immunised with BCG as soon as possible), (Anti-TB drugs “RIPE” are not harmful 
to the baby) 

vV If a breastfeeding © has depression, what is the safe SSRI in Breastfeeding? 


> (Safe in breaStfeeding). 


Remember, 
Both Mumps (paramyxovirus) and Chicken Pox (varicella zoster virus) are 
viral infections; thus, antibiotic has to role. 


Treatment in both is supportive; Paracetamol, Ibuprofen for fever and pain and 
reassurance. 
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Key 
51 


However, in chicken pox (not in mumps), if there is superadded infection (e.g. 
indicated by vesicular discharge and high fever) > Give antibiotics. 


Remember, 


© HIV positive patients should NOT be given the following vaccines: 
Vv BCG vaccine. (X) 
Vv Yellow Fever Vaccine. (X) 


If CD4 < 200 cells/ ml > Also AVOID MMR Vaccines. (X) 


What is the diagnosis of the next serology results? 
¢ HBsAg -ve 

e Anti-HBs -ve 

e Anti-HBc +ve 

e HCV antibody reactive 

e HCV RNA detected 


Let’s analyse it: 


For Hepatitis B: 

e HBsAg -ve > No Acute or Chronic Hepatitis B. 

e Anti-HBs -ve > No vaccination or immunity. 

e Anti-HBc +ve > Possible recovered hepatitis B. 


(Raview Kav 21) 


eS ee ee ae 


For hepatitis C, the presence of HCV RNA > Current Hepatitis C Infection 


Key |When can a cook “Food handler” “Chef” returns to work 
92 | after an attack of gastroenteritis? 


> 48 hours after all symptoms (e.g. Diarrhea, Vomiting) cleared 
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In the UK, Gastroenteritis patients can return to work after 2 days (48 hours) of 
the last episode of symptoms (Diarrhea or Vomiting). 


Remember that otitis media can complicate into Meningitis! 


Remember that Meningitis can cause hearing loss and thus hearing test 
should be arranged after treating meningitis 


(Vice versa relation) :D 


The four Anti-TB drugs are the same in pregnancy. 
Vv (RIPE) > Rifampicin, Isoniazid, Pyrazinamide, Ethambutol 
Vv These are not-contraindicated during pregnancy. 


Streptomycin should be avoided during pregnancy (Harmful to fetus) 


The Main Side Effects of Anti-TB drugs 
Isoniazid (INH) Peripheral Neuritis (Give Vit. Be) 
Hepatitis 
INH (3 letters) > SLE 


Rifampicin Red-orange urine and secretions 
P450 induction 


Pyrazinamide * Uric Acid > Gout 


Ethambutol Visual (Eye) Problems: 
€.g. Red-green discrimination. 
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Optic neuritis, | Visual acuity. 


Streptomycin Ototoxic > Deafness 
(Contraindicated 
in pregnancy) 


Hx of travel + Diarrhea > Bloody Diarrhea, Fever, abdominal pain 


> Think of Traveller’s diarrhea; (Campylobacter jejuni] “Gram -ve Bacilli” 


e Rx “Important” > Erythromycin () Azithromycin () Clarithromycin () 
Ciprofloxacin (2"4 line). 


Salmonella/ Shigella/ Campylobacter Erythromycin or 
Azithromycin or 
Clarithromycin Or 
Ciprofloxacin 


¢ Traveller’s diarrhea main causes are Salmonella and Campylobacter jejuni. 
¢ Both are gram -ve bacilli (rods). 


¢ They are self-limiting but treatment is needed especially in elderly and those 
who are immunocompromised. 


Vv Salmonella first line > Ciprofloxacin. 
v Campylobacter first line > erythromycin or clarithromycin J2" > Ciprofloxacin. 
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Miscellaneous 


Analgesic Ladder: 


Change to a strong opioid for 
moderate to severe pain 


E.g. morphine, fentanyl, 
methadone, oxycodone 


Add a weak opioid for 
mild to moderate pain 


E.g. codeine, dihydocodeine, tramadol 


Step1 Paracetamol and/or NSAID 


In controlling pain due to vertebral metastasis (e.g. from breast, prostate) 


All steps might be consumed (Paracetamol, NSADs, Morphine). This is because the 
lower vertebral pain due to metastasis is very severe. 


@ What would be prescribed as adjuvant if there is still moderate to 
severe pain? 
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~ Radiotherapy 


lf it is inappropriate to use Radiotherapy, or if used but failed to 
manage the pain? 


> Bisphosphonates 


What if the pain is neuropathic in nature? “Shooting, electric shock 
like, Burning, Paraesthesia” 


> |Gabapentin or Amitriptyline 


Analgesics Ladder 


Simple Analgesics > NSAIDs (Diclofenac), Aspirin, Paracetamol. 
Weak Opioids > Codeine, Tramadol. 

Strong Opioids > Morphine, Fentanyl, Diamorphine, Oxycodone. 
Epidural Nerve Block. 


4 Bone pain due to metastasis > Radiotherapy. 


4 Neuropathic pain > Gabapentin, Amitriptyline, Pregabalin. 


a te oor 


INU IC. 
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‘Nic-)@-l16@) le e4-a eal —> Patient controlled analgesia with Morphine (it can 


be weaned off later). 


Quick Important Collection 


@ Bone pain due to bone metastasis > Radiotherapy, 

No full response? > add 

@ Neuropathic pain > Pregabalin. 
& Visceral pain > (e.g. Mebeverine). 

@ Capsular pain (liver) > (e.g. Ibuprofen). 

@ Muscle Spasm > OR Diazepam, 

& Trigeminal neuralgia > Carbamazepine. 


@ intractable hiccup due to liver metastasis > Metoclopramide 


Liver metastasis > peripheral cause of hiccup (gastric stasis and dilatation > irritation 
of vagus nerve), (Diaphragmatic irritation by liver metastasis > irritation of phrenic 
nerves). These are peripheral causes of Hiccup > give Metoclopramide. 
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@ intractable hiccup due to Central cause (e.g. Cerebral Lesion) > 


hlorpromazine/ Haloperidol/ Midazolam 


i = =e zi 


® Constipation secondary to opioids > Senna (Stimulant Laxatives). 
& Vomiting secondary to opioids > Metoclopramide. 

& Vomiting secondary to 7 ICP > Cyclizine. 

& ltching due to jaundice > Cholestyramine, 


Very Important: Anti-emetics for Nausea and Vomiting 


@ Anti-emetic in renal failure/ Hypercalcemia (metabolic cause) or Drug or Toxin 
induced vomiting 


> Haloperidol. (1% line) 


© However, if there is associated Parkinson’s disease, Haloperidol is contraindicated! 
Instead of Haloperidol, we use instead: 


— Levomepromazine. (2"4 line) 


(Never use Haloperidol or Metoclopramide in patients with Parkinson’s)! 


Anti-emetic due to 7 ICP (e.g. intracerebral tumour e.g. glioblastoma) or vomiting 
due to bowel obstruction 


> Cyclizine. 
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Anti-emetic due to Chemotherapy, Radiotherapy 


> Ondansetron. 


Post-operative intractable Nausea and Vomiting 


=> IV Ondansetron 


Anti-emetics in Hyperemesis gravidarum 
Vv 4 liney “zine” family e.g. Cyclizine, Promethazine 
Vv PLERTEE: IV Metoclopramide. Ondansetron 


— 


V Ekgsltts: Steroids 


Vertigo (e.g. Meniere’s/ BPPV/ Vestibular neuritis) 


> Buccal Prochlorperazine. 


Brain metastasis — { Intracranial pressure — Nausea, 
vomiting, headache...etc. 


¢ Give “Cyclizine)’ for nausea and vomiting. (the best anti-emetic for 4 ICP). 
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¢ Give “(Dexamethasone)” (to shrink the peri-lesional oedema and thus alleviate 


the increased intracranial pressure symptoms). 


Vv Dexamethasone is the preferred glucocorticoids in intracerebral edema and the 
symptoms tend to improve within several hours after administration. 


V The usual dose > 4 mg, 4 times a day (PO or IV). 


Superior Vena Cava Obstruction 


Superior vena cava (SVC) obstruction is an oncological emergency caused by 
compression of the SVC. It is most commonly associated with lung cancer. 


V Dyspnoea (SOB) is the most common symptom. 


V Swelling of the face, neck and arms - conjunctival and periorbital oedema may 
be seen. 


Vv Facial plethora. 

V Headache: often worse in the mornings. 
Vv Visual disturbance. 

V Pulseless jugular venous distension 


(distension of the veins of neck and upper chest). 
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# Common malignancies: non-small cell lung cancer, lymphoma 


@ Other malignancies: metastatic seminoma, Kaposi’s sarcoma, breast cancer 
aortic aneurysm 


@ Mediastinal fibrosis 
 Goitre 


@ SVC thrombosis 


Vv General: dexamethasone, endovascular stenting. 


Vv Treatment of the cause. 


A patient developed shortness of breath and headache for several weeks. He has 
swellings of his arms and face, and distension of his neck and upper chest veins 
but not pulsatile which have been worsening over weeks. O/E, he has facial 
plethora, intermittent headaches, no audible stridor or laryngeal oedema. 


ch 


CT Chest WITH Contrast. 


Vv The most appropriate immediate/ next management > 


V The treatment of choice > |Endovascular stenting of the obstructed SVC. 
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A 44-YO female is referred to the surgical ward with right upper quadrant pain for 
2 days. O/E — yellow conjunctiva, tenderness over the right upper quadrant, 
tachycardia and fever of 39 C. The labs are as follows: 


HB normal, WBC 21 (high), bilirubin 94 (high), Alkaline phosphatase 460 (high) 
AST 73 (high), Albumin normal, CRP 277 (high) 


- The likely diagnosis > [Ascending Cholangitis). 
- The Next Ix > Abdominal Ultrasound 
Remember: 


Acute “Ascending” Cholangitis: 
® Chaveot’s Triad (frj) > Fever, Right upper quadrant pain, Jaundice. HL 


+ (HypOtension and Leucocytosis). 
e Investigations > Ultrasound and Blood cultures. 


Hx of cancer (esp. Breast, Prostate or myeloma) 

+ 

Backpain 

+ 

Neurological Symptoms (e.g. Urinary incontinency, Lower Limb Weakness) 


> Suspect (Malignant Spinal Cord Compression) 
> [Urgent MRI of the whole Spinel 


A 38 YO man presents with 2-year history of soft swelling over the right scapula. 
He notices it has slowly grown in size over the past 6 months. O/E: Painless, non- 
tender, 4 cm lump over the right scapula, it is not fixed to the underlying 
structures, there is no erythema nor tenderness. 


The Likely Dx > lLipomal. 
The most appropriate Ix > Ultrasound. 
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A 39 YO man presents with 2-year history of soft swelling over the right scapula. 
He claims that it has not grown in size. O/E: Painless, non-tender, 4 cm lump over 
the right scapula, it is not fixed to the underlying structures, there is no erythema 
nor tenderness. 


The Likely Dx > LLipoma. 
The management > 


V Lipomas are benign soft-tissue masses composed of fatty tissues enclosed by a 
fibrous capsule. 


V They are soft, rubbery in consistency, mobile, painless, grow very slowly. 


Vv If a patient presents with typical lipomas that are not growing and not 
interfering with life > Reassure. 


Vv If there are doubts that it is Liposarcoma (e.g. > 5 cm, 7% in size, painful, deep 
anatomical location) > perform Ultrasound. 


Vv If the result of US is suspicious > refer for MRI + Surgical removal 


An elderly + Multiple fractures + T-score of -2.5 or lower (e.g. -2.7) 
> Osteoporosis. 
e First line management > Bisphosphonates 
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(e.g. Alendronate “Alendronic acid” or risedronate or zoledronic acid). 


e HRT (Hormonal Replacement Therapy) should not be given as a first line 
management as it has serious side effects such as Venous Thromboembolism 
(VTE), Stroke, Breast cancer, coronary diseases. 


eT -Score interpretations 


assessed by DEXA scan and reflects Bone Mineral Density (BMD): 
-1 or higher > Normal 
Between -1 and -2.5 > Osteopenia 


-2.5 or lower > Osteoporosis 


Very Important notes 


¢ After prescribing oral bisphosphonate (e.g. Alendronic Acid) 


— Inform the patient that dyspepsia and reflux are common in the first 
month of treatment and often improve with continuous use. 


# To reduce severity of these symptoms — Take the oral bisphosphonate 


while in an upright position and maintain an upright position for a 
minimum of 30 minutes after taking the medication. 


¢ Swallow the pills with a glass of plain water, do not suck or chew them (risk 


of oropharyngeal ulcers). 
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¢ In osteoporosis patients who are already on alendronate — DEXA scan 


(for bone mineral density) should be checked every 3 to 5 years. 


¢ In osteoporosis patients who have stopped taking alendronate — 


DEXA scan (for bone mineral density) should be checked after 2 years. 


@ 2 forms of oral alendronic acid: 


— 70 mg once weekly OR 10 mg once daily. There is no monthly regimen. 


There is no C8 vertebra, it is just a nerve root that emerges below C7. 


Also: 
Vv Median nerve: C5-T1 
Vv Ulnar nerve: C8-T1 


These are roots, not vertebrae. 


© Both Median and Ulnar nerves are responsible for the weakness of the hands 


Important: On a lateral neck X-ray, the lowest level needed to be seen after 
a neck injury is > 
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In a suspected Cervical fracture, we need to get X-ray of all cervical vertebrae 
from C1 to C7 


Sometimes, [C7-T1 junction] does not appear on AP, Lateral, Open-moth 
odontoid (the peg view) X-rays. Hence, ordering what is called (Swimmer Lateral 
view) is required. 


Again, if this does not show C7-T1 > order CT Scan. 


A 34 YO female presents complaining of heavy menstrual bleeding (menorrhagia). 
She has been trying to conceive for the past 2 years but has been unsuccessful. A 
transvaginal Ultrasound reveals a thick-walled unilocular cyst with acoustic 
enhancement with diffuse homogenous ground-glass echoes located on the left 
ovary. 


Copyrights @ PlabiKeys.com 


The likely Dx > Ovarian Endometrioma 


Hydatidiform mole ¢ Snowstorm appearance of mixed echogenicity 
¢ Bilateral cystic masses (Large theca lutein cysts) 


PCOS Multiple follicles/ cysts 


e Iceberg tip sign 
Dermoid Cyst e Flat-fluid level 

¢ Mostly, unilocular 

¢ Dermoid mesh 


© Ovarian Endometrioma | * Ground-glass appearance 
¢ Thick wall unilocular cyst 
¢ Chocolate cyst 


@ Ovarian Teratoma e Echogenic tubercle projecting into cyst lumen 
Tubo-ovarian abscess | Multilocular, separations, irregular thick walls 
Echogenic debris in the pelvis 


Tricyclic Antidepressant Overdose (e.g. Amitriptyline) 
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Dilated pupils — Dry mouth — Dry flushed skin — Drowsiness — Hypotension — Urine 
retention — Severe Sedation — Tachycardia - Widened QRS — Severe Acidosis 


- ECG monitoring is essential: Widened QRS, PR, QT and Broad 
complex tachycardia. 


2 popular stems in the exam: 


1) A|child taking his grandparent’s medication and presented drowsy and 
lethargic + with myoclonic twitches 

2) An with terminal illness and wants to end his life, presented with dry 
skin and mouth, and dilated pupils. 


The most important immediate action > ECG Monitoring 


As the patient is in severe Metabolic Acidosis (pH far < 7.35) 


Careful for THE DOSE! 


N.B. aim for pH of 7.5-7.55! 


Sodium bicarb will correct ECG changes and cardiac rhythm. 
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Refeeding Syndrome 


A22 YO 2 witha BMI of 12 kg/m? was admitted to the medical ward for feeding 


through a nasogastric tube. What electrolyte abnormality is expected? 


> |Hypophosphatemia| (J Phosphate) 


Refeeding Syndrome 
| Starvation | [Anorexia or severe malnourishment] 
Low Glucose = Low insulin / High Glucagon = Increased Gluconeogenesis 


als Depletion of ———+> Hypophosphatemia 
phosphate stores 


Refeeding 


High Glucose = High insulin = Increased cellular uptake of phosphate 


Hypophosphatemia (from starvation) + Phosphate demand (from refeeding) 


— 
C * Tissue hypoxia 
* Myocardial dysfunction 


+ Inability for diaphragm to contract 


* Hypophosphatemia 

* Hypokalemia 

+ Vitamin (thiamine) deficiencies 
+ Congestive heart failure 

« Peripheral edema 
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Refeeding syndrome is a syndrome consisting of metabolic disturbances that 
occur as a result of reinstitution of nutrition to patients who are starved, severely 
malnourished or metabolically stressed. 


When too much food and/or liquid nutrition supplement is consumed during 
the initial four to seven days of refeeding, this triggers synthesis of glycogen, fat 
and protein in cells, to the detriment of serum concentrations of potassium, 
magnesium and phosphorus (Consumed > J). 


Cardiac, pulmonary and neurological symptoms can be signs of refeeding 
syndrome. The low serum minerals, if severe enough, can be fatal! 


To avoid refeeding syndrome > 


Slow feeds + Give Supplements of Potassium, Magnesium and Phosphate. 
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Nephrology 


Key | @ Hyponatremia can occur after inappropriate IV fluid therapy such as 5% 
dextrose. This is called (latrogenic cause). 
In sepsis, the allowed IV fluid is either Ringer Lactate or NS (0.5% NaCl), these 
won’t cause dilutional hyponatremia. 
The hyponatremia after inadequate IV fluid treatment could be dilutional. 


Example, 
A patient with abdominal sepsis (e.g. biliary sepsis) was treated with IV 
antibiotics and IV fluids. Later on, he was found to be hyponatremic (127 


mmol/L) with normal Potassium and Normal kidney function tests (Urea and 
Creatinine). 


The likely cause > |latrogenic. 


Normal Serum Na* > 135-145 mmol/L 


Acute rapidly progressive glomerulonephritis [+] Pulmonary alveolar hemorrhage. 


Expressed as: 


Hematuria (Kidney involvement) [+] |[Hemoptysis (Lung involvement) 


[+] Impaired KFTs, obviously. 


The most appropriate “initial” investigation 
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> \Anti-glomerular basement membrane antibodies} (Anti-GBM antibodies) 


The most “accurate” investigation 


> Lung or Kidney Biopsy “Crescentic Glomerulonephritis” 


¢ Chest X-ray > Patchy interstitial infiltration (Intra-pulmonary bleeding). 


Important Notes: 


Goodpasture 
Syndrome (GPS) 


Alport Syndrome 
(X-linked) 


Alpha-Antitrypsin 
deficiency 


Churg Strauss 
(Eosinophilic 
Granulomatosis 
with Polyangiitis) 


Wegener's 
Granulomatosis 
(Granulomatosis 
with Polyangiitis) 


Hemolytic-Uremic 
Syndrome (HUS) 
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Anti-Glomerular 
Basement Membrane 
Antibodies. 


Hemoptysis + Hematuria 
(Lung + Kidney only) 
(Abnormal Urea and Creatinine) 


GPS (Hemoptysis + Hematuria) 
+ Cannot see + Cannot hear 


Hemoptysis + Jaundice (Liver) 


Asthma, Eosinophilia 
+ Other organs. 


Upper Respiratory problems 
(Sinusitis/ Nasal septum 
perforation/ Epistaxis) 

+ Hematuria. 


Diarrhea that turns to bloody 
diarrhea + Hematuria 


Key | Careful! 
3 | The sentence “itching after a hot shower” does not always mean Polycythemia rubra 
vera (PRV)! 


Itching (worse after hot bath) + Pale skin + Peripheral Oedema + 7 Skin 
Pigmentation + (lethargy, tiredness...) 


> |Chronic Renal Failure 


Vv Itching ® due to 7 serum urea “Uremia” (seen in late stage renal failure). 
Vv Pale, Tiredness ® due to J) Erythropoietin and thus Anemia. 

V Peripheral edema and hyperpigmentation are also seen in CKD. 

Vv Note that in liver failure > Ascites, Jaundice, bleeding. 


Itching (worse after hot bath) + Red skin “Flushed/ Plethora due to 7+ Hb” + 
Splenomegaly + Burning sensation in fingers and toes + Gout + High Hb 


> |Polycythemia Rubra Vera. 


@ Itching (worse after hot bath) + Linear tracks on skin (Burrows) 
~ [Scabies 


#PRV > Red [[¢ Liver Failure > Yellow “Jaundice” [J # CRF > Pale 


¢ As skeletal muscles are dying > they release (Myoglobulin, Potassium, 
Creatine Kinase...). 


¢ Common Scenarios and Hints: (Important \) 

v A person was trapped for several hours under a heavy object. 

vV A fall followed by a long period of lying on the floor. 

Vv An elderly with frequent falls presents with Acute kidney injury. 

v IV drug abuser was found on the floor not moving for a long period. 
Vv Long-distance run (e.g. Marathon runner) “Severe Exertion/ Severe 
Dehydration”. 
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v Severe Crush injury 
+ Hematuria (Reddish Brown or Tea-coloured urine) (False Positive as the cause 
of redness is myoglobulin (which has heme), while RBCs are not found in urine 
dipstick) 

+ Hypotension 

+ AKI (High urea and Creatinine) 


+ Very high CK (Creatine Kinase) 


¢ Myoglobulin is nephrotoxic and thus can lead to Acute Kidney Injury (AKI). 
Therefore, rehydration with |IV fluid} is an essential initial step. That’s why 
Rhabdomyolysis is a medical emergency that you have to be aware of! 


¢ ECG must be performed as the released potassium from the dying muscles 
(hyperkalemia) can be dangerous. If ECG changes suggesting hyperkalemia (Tall 
tented T wave, Wide QRS) are found: 


> Protect the heart by giving |IV Calcium Chloride or IV Calcium Gluconate 


before anything else! 


Important points on Rhabdomyolysis: 


V Main Complications of Rhabdomyolysis > AKI and Hyperkalemia. 

V Initial management > (to try to avoid acute kidney injury). 

V Initial Investigation for management > ECG 

V If Tall T wave, Wide QRS, the initial line > give IV calcium chloride/ gluconate}. 
V The best initial test that is specific for Rnabdomyolysis > Urine analysis > 
Reddish-brown (Tea-coloured) > Falsely +ve hematuria. 

V To confirm > (Creatine Phosphokinase) “it indicates muscle 


necrosis”. 
v Other lines of treatment include: Sodium Bicarbonate | Dialysis (in severe cases) 
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Elaboration 


Example (1), 


A man has just finished long-distance run presents with myalgia, red-brown urine. 
Urine dipstick is positive for blood but without RBCs on microscopy. ECG shows Tall T 
waves, Widened QRS and small P waves. 


¢ The initial step in management > |IV Calcium chloride/ Gluconate 


It is obvious he has Rhabdomyolysis. 

As there are ECG changes suggesting Hyperkalemia, we should protect the 
heart before anything else by giving IV Calcium. First things First! 
Otherwise, IV fluid is the initial step. 


Example (2), 


24 YO mountain climber was rescued after being trapped under a heavy rock for 
about 10 hours. He has dark urine with impaired creatinine and urea. His BP is 
100 mmHg and HR is 125 bpm. 


e The most appropriate management > |IV fluid normal saline. 
¢ The likely cause of his renal failure > Myoglobin 


Vv He has Rhabdomyolysis (Skeletal muscle breakdown due to crush injury or 
prolonged immobilised muscles). 


v As the question did not mention ECG changes of hyperkalemia (e.g. Tall T 
wave), the initial step would be IV fluid rehydration to try to avoid further renal 
damage. 

Vv Myoglobin is Nephrotoxic. 
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Example (3), 

A 22 YO Known HIV Positive male was found comatose on the floor by his friend. 
He was not seen for 2 days. On the ED, the patient is confused and disoriented. 
His labs reveal serum Urea level of 47 mmol (normal: 2-7) and Creatinine 1070 
(Normal: 70-150). Sodium is normal, Potassium is 5.6. 


The best investigation to perform > (Creatine Kinase. 


V This is most likely a case of Rhabdomyolysis. 

Vv Prolonged immobilisation (e.g. in coma) > Muscle Ischemia > Release of 
myoglobin, Creatine Kinase, Potassium and others > Acute Kidney Injury (as 
seen here). 

Vv To confirm > Serum CPK “Creatine PhosphoKinase” . 

Vv Note, if the Potassium is 7‘ and the “ECG” is given as an option, pick it 
especially if the question asks about the “initial” step. 


Massive hemorrhage (e.g. during surgery) and hypotensive shock + High 


creatinine > |Acute Tubular Necrosis| (ATN) (the commonest renal cause of 


acute kidney injury). 


Vv “The kidneys need to remain well hydrated/ perfused to avoid acute “tubular” 
necrosis”. 

Vv “Prolonged ischemia “low perfusion” to kidneys > Dying tubules = necrosis = 
Acute tubular necrosis > AK|” 


Interstitial Nephritis| example: 


Allergy (e.g. drug intake followed by rash, fever) + Hematuria. 


Key | V 25-alpha-hydroxylation of vit. D occurs in > Liver. 


6 | Vv 1-alpha-hydroxylation of vit. D occurs in > Kidney. 
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25-hydroxyvitamin D is formed in liver > Then, an enzyme called (1-alpha- 
hydroxylase) in kidneys converts it to the active form > 1,25-dihydroxyvitamin D. 


So, why is there vitamin D deficiency in chronic renal failure? 


> |due to reduced activity of 1-alpha-hydroxylation). 
(K) before (L) in alphabetics. 
(1) before (25) 


Kidney > 1 ff Liver > (25) 


Another mnemonic 


1K 
1=Kid 


Important, 


When you see Hypertension + Hx of repeated urinary tract infections (UTIs) 


> Think of: (CHRONIC Pyelonephriti 
Repeated UTIs > Renal Scarring > Chronic Pyelonephritis > Hypertension 


Do not get fooled by the patient being pregnant. Remember, 
occurs after the week 20 of gestation + Hypertension + Proteinuria. 


Caution! 


Repeated UTI but suddenly developed (loin pain, fever, rigors), [+] Urinalysis 
shows blood, nitrites, leucocyte esterase. 


> |ACUTE Pyelonephritis.. 


Canuciahte A Diakhi Vawe en ~— 


er eS SO ae F Swe se 


¢ Chronic pyelonephritis has no active infection! The symptoms may be 2ry to 
renal failure. 


¢ Acute Pyelonephritis: See below | 


A pregnant woman with fever, rigors, lower abdominal pain, dysuria and 
frequency. The pain was at the lower abdomen then it becomes more 
generalised and radiates to the right loin. 


> |Acute Pyelonephritis). 


¢ Pyelonephritis = inflammation of the pelvis of the kidney (usually due to 
Ascending UTI). 


e Some RFx > Pregnancy, Stones, Vesico-ureteric reflux (VUR), DM. 


e Suspect it if 

Vv Lower UTI features (dysuria -burning or difficult urination, frequency, 
urgency, suprapubic (lower abdominal) pain] 

Vv [+] Fever, Rigors, Loin pain or Back pain 

v [+] Urinalysis > blood, nitrites, leucocyte esterase. 


IN SHORT), 
Mi Dysuria, frequency, urgency + lower abd. Pain > Lower UT! 


=> Trimethoprim (or) Nitrofurantoin 


\v| The above + Loin or Back pain + fever > Acute pyelonephritis (Upper UTI) 
> Ciprofloxacin (or) Co-amoxiclav. 


Investigations: 
¢ Do Urinalysis > to look for (blood, protein, nitrate, leucocyte esterase). 
¢ Do Urine Culture and Sensitivity before commencing empirical antibiotics. 
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(midstream specimen for adult) and (sometimes in young children > clean 


catch or via catheter or even via suprapubic aspiration). 


Important, in Acute pyelonephritis, once the urine sample for culture and 


sensitivity has been sent > Start empirical Antibiotics immediately. They may 


Se | Ee ene (ia = Speen | ee! | Ce eg eneee, | Bee 


Pee LY MOS LIGHBEUM GIlOl CIS LUILUIS PCoOUilo. 


+ the most common causative organism of UTI > (Gram -ve) 


Treatment (often requires admission) 
Antibiotic lines differ from hospital to another; however, the following regimens 
are advised by NICE: 


¢ Non-pregnant women V Ciprofloxacin: 500 mg BID for 7 
¢ Men days. [or]: 
¢ Patients with indwelling catheters | Vv Co-amoxiclav 625 mg TID for 14 
days. 
BID: Twice a day Jr: 3 times a day. 


Children Vv 1* line > Co-amoxiclav. 
Vv 2™ line > Cefixime. 


Pregnant 2 who does not require Cefalexin (PO) 500 mg BID for 10-14 
admission days. 


If admitted, given Intravenously “IV”. 


In short: 


e Acute pyelonephritis > Urine Culture > Then Start Antibiotics. 
¢ Upper UTI > Ciprofloxacin (or) Co-amoxiclav. 
¢ Lower UTI > Trimethoprim (or) Nitrofurantoin. 


Quick info: 
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Vv Small Kidneys, Hypertension > Bilateral renal artery stenosis [OR] Chronic 
Pyelonephritis. 


V ACE inhibitors are contraindicated in Bilateral Renal artery stenosis. (see 
Vascular chapter). 


¢ It is sometimes normal to find proteinuria on urine dipstick (traces up to +1) 
especially in those who exercise such as gym attendee. 


¢ If no symptom and they are healthy regardless of the mild proteinuria > 


Repeat the test. 


¢ If still high > perform 24-hour urine specimen test or Protein Creatinine Ratio. 


e Never refer a patient with an “isolated proteinuria” to a Renal Clinic. As a GP, 
you need to investigate further. 


<a Nephrotic Syndrome 


Triad of: 

1. Proteinuria (> 3g/24hr). 

2. Hypoalbuminaemia (< 30g/L) and 
3. Oedema 


© In children, the peak incidence is between 2 and 5 years of age. 


Around 80% of cases in children are due to [Minimal change glomerulonephritis). 


Minimal change disease nearly always presents as nephrotic syndrome, 
accounting for 75% of cases in children and 25% in adults. 


The condition generally carries a good prognosis with around 90% of cases 
responding to high-dose oral steroids), 


Other features include hyperlipidaemia, a hypercoagulable state (due to loss 
of antithrombin Ill) and a predisposition to infection (due to loss of 
immunoglobulins). 


© Features of minimal Change glomerulonephritiss 


Vv Nephrotic syndrome. 

Vv Normotension - hypertension is rare. 

Vv Selective proteinuria (only intermediate-sized proteins such as albumin and 
transferrin |leak through the glomerulus). 


V Renal biopsy (Definitive Test) > jelectron microscopy shows fusion of podocytes. 
Example (1), 


A5 YO child presents with 7 weight, Puffy eyes, Lower limb swelling. He is 
otherwise healthy and happy. Urine Dipstick reveals +3 Proteinuria. What is the 
next best step? 
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We suspect Nephrotic Syndrome. 2 of the triad are given; Proteinuria and 
Oedema (puffy eyes, swelling, increase weight). So, to diagnose it, request > 


erum albumin levels). (to complete the aforementioned Triad). 


Once diagnosed, we can refer to renal clinics. 


Example (2), 

2 YO child was noticed by his mother to be gaining weight regardless of his poor 
feeding. There is gradual swelling of his face, feet and legs. The child feels 
fatigue and his urine is noted to be foamy. 


The likely Dx > Nephrotic Syndrome. 


The most appropriate Investigation > |24-Hours urinary protein]. 


Remember, Nephrotic Syndrome = Proteinuria + Albuminemia + Oedema. 
Thus, 24-hour protein in urine fH] serum albumin levels are required to help in 


diagnosis. 


¢ Note, one important explanation of foamy urine is the presence of high 
protein in it. 


Example (3), 


40 YO 4 known hypertensive presents with tiredness, lethargy, fluid retention 
and proteinuria. His serum albumin is found to be low. 


The most “Definitive” diagnostic test > /Renal Biopsy) (it shows the etiology). 
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¢ This patient has proteinuria, albuminemia and fluid retention (swelling) > 
the triad of Nephrotic Syndrome. 


¢ In the exam, always |pay attention to the question words). It asks about “the 


definitive diagnostic test”. In Nephrotic syndrome, Kidney Biopsy is definitive as 
it can show the exact etiology. 


Example (4), 


6 YO child presents with progressively increasing swelling of his face, scrotum 
and legs. His urine is frothy. Renal biopsy shows no abnormalities on light 
microscopy. However, electron microscopy reveals abnormal fused podocytes. 


The likely Dx > [Minimal change disease. 


Example (5), 

5 YO child presented a week ago with progressively increasing swelling of his 
face, scrotum and legs and with frothy urine. Renal biopsy confirmed the Dx of 
Nephrotic syndrome and accordingly the patient starts on steroids. He presents 
now with flank pain, hematuria and fluctuating urea levels. A diagnosis of renal 
vein thrombosis is made. What is the most likely cause for this renal vein 
thrombosis? 


> [Antithrombin Ill deficien 


v Remember that proteinuria is a feature of the triad of Nephrotic Syndrome. 


Vv Proteinuria means loss of proteins in urine such as albumin and anti- 
coagulation factors including Anti-thrombin Ill. 

V Loss of Antithrombin II] > Coagulation (Thrombosis). 

v Rx > Anti-coagulation. 
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¢ Prolonged vomiting and diarrhea can lead to > Dehydration, Hypokalemia (J {K). 
¢ Prerenal causes “Especially hypovolemia” is the most common cause for AKI. 
¢ Once there is AKI > Y eGFR > Kidneys are unable to well execrate 
Potassium, Creatinine, Urea...etc. > Hyperkalemia, 7’ serum urea and 


Creatinine. 


In CT scan with contrast, to reduce the risk of “Contrast Induced Nephropathy” 


> [Drink Plenty of Fluids]. 


Another correct answer > |IV fluid normal saline (0.9% NaCl) pre and post 


procedure is especially in high risk patients such as elderly with DM. 


¢ Additional Note, metformin is nephrotoxic and thus need to be ceased 
“stopped” before any contrast study. 


The steps (approach) to determine the type of the blood gas 
abnormality. 


1. Is the patient acidaemic (pH <7.35) or alkalaemic (pH >7.45)? 
2. Respiratory component: What has happened to the PaCO2? 


- PaCO2 > 6.0 kPa suggests a respiratory acidosis (or respiratory compensation 


far a matahalic allalacic) 


Nt MS PEIN Mew I MENS IVI 
« PaCQO2 < 4.7 kPa suggests a respiratory alkalosis (or respiratory compensation 
for a metabolic acidosis) 


3. Metabolic component: What is the bicarbonate level/base excess? 
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bicarbonate < 22 mmol/l (or a base excess < - 2mmol/|) suggests a metabolic 
acidosis (or renal compensation for a respiratory alkalosis) 
bicarbonate > 26 mmol/l (or a base excess > + 2mmol/|) suggests a metabolic 
alkalosis (or renal compensation for a respiratory acidosis) 


Simply, know that CO2 is an Acid, and Bicarbonate (HCO3) is an Alkali. 
Example (1): 


pH 7.17 (Normal: 7.35-7.45) 
PCO2 2.5 (Normal: 4.7-6 kPa) 
Base excess -14 (Normal -2 to +2) 


> |Metabolic acidosis (with partial respiratory compensation). 


¢ As the pH < 7.35 > definitely Acidosis. 

# PCO2 (the acid) is low > this is a compensation by the lungs; they try to 
breathe quickly to get rid of the CO2 (the acid) to buffer the acidity. The patient 
might present with tachypnea or SOB. 

¢ Base excess is very low > metabolic acidosis. 


Example (2): 


An elderly man was found on the floor unconscious by his neighbours. The 
ambulance crew came. His Systolic BP was 65mmHg. He was resuscitated in the 
ambulances (given 1.5 L NaCl 0.9%). He was further resuscitated in the 
emergency department. He mentions that he had severe diarrhea over the last 
2 days. His labs show: 

pH 7.18 J Base excess -13 J Lactic acid 6 (high) 

Urea and Creatinine are high JicrP 160 (high) 


His blood gas interpretation > |Metabolic Acidosi 
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As his pH < 7.35 > Acidosis 
His Base excess is very low (< -2) > Metabolic Acidosis. 


This patient had profuse diarrhea for 2 days. Remember that profuse diarrhea 
can lead to loss of HCO3 “Bicarbonate” and thus metabolic acidosis. 


Also, remember that profuse diarrhea can lead to > Hypovolemia 
“Dehydration”, which is an important prerenal cause for AKI. That’s why his 
renal functions are impaired. 


Managing Renal Stones (also in urology section) 


Generally, the Stone Size Rule: 

If stone size < 0.5 cm (< 5 mm) > ¢ fluid intake to get rid of it in urine. 
If stone size 0.5 cm — 2 cm > two options: 

v ESWL (Extracorporeal Shock Eave Lithotripsy) “preferred”, or: 

v Ureteroscopy with dormie basket. 

If stone size > 2 cm > Percutaneous Nephrolithotomy. 


HOWEVER! 

If the patient has only one functioning kidney (e.g. Hx of the removal of one 
kidney) and has a stone (OF ANY SIZE) with dilatation of the pelvicalyceal system 
(PCS) + Anuria, Fever [Obstructive Uropathy] > 

The thing to do is to decompress the PCS to save the remaining kidney. 


This is done by > |Percutaneous Nephrostom 


® Similarly, even if the patient has 2 kidneys, if he develops AKI (impaired urea 
and creatinine), fever and Hydronephrosis (these together with the presence of 


stones are indicative of Obstructive Uropathy), we shall go for (Percutaneous 
Nephrostomy) in order to temporarily and instantly decompress the renal 


collecting system regardless of the stone size! 
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Note, Percutaneous nephrostomy is different form Percutaneous 
nephrolithotomy. 


¢ [Percutaneous Nephrostomy| > stoma “catheter” to the Pelvicalyceal system 


of the kidney for decompression (Draining the obstructed fluid in kidney). 


¢ [Percutaneous Nephrolithotomy| > removal of urinary stone percutaneously 


via a scope (if size > 2 cm). 


Example (1), 

46 YO 6 with Hx of left nephrectomy 10 days ago presents with fever, inability 
to pass urine for the last 20 hours. Ultrasound reveals an 8 mm stone in the left 
lower ureter with dilatation of the pelvicalyceal system. What is the best INITIAL 
step in management? 


¢ The best initial step > |Percutaneous Nephrostomy. 


The (Stone Size Rule) does not apply here. This patient has obstructive uropathy 
with impending renal failure. We need to, initially, save his remaining kidney by 
decompressing the fluid retention in the PCS. This can be done by 
Percutaneous Nephrostomy. Afterwards, we can manage the stone based on 
the stone size role; (ESWL) in this case. 


In summary 


© Loin pain + Stone + Hydronephrosis > Manage according to the stone size. 
Loin pain + Stone + Hydronephrosis [+] AKI [+] Fever 
> Percutaneous Nephrostomy. 
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Example (2), 

36 YO & presents with severe loin pain, nausea and vomiting. Ultrasound shows 
right hydronephrosis. Non-enhancing CT reveals a 3.1 cm stone at the level of 
the minor calyx. What is the most appropriate management? 


¢ The most appropriate management > |Percutaneous Nephrolithotomy,. 


He has 2 working kidneys with no obstructive uropathy. According to the “Stone 
Size Rule”, stone > 2 cm > Percutaneous Nephrolithotomy. 


We hope the concept is clear. 


In a patient with CKD “Chronic Kidney Disease” with GFR > 30 + Hypertension 


— |Give ACE inhibitors| (e.g. lisinopril, ramipril) or ARBs — They slow 


the progression of CKD. 


However avoid ACEI and ARRc if GER —- aN ar ACR = 20 


le NN Nl EN el Na Fat Nt eller Nl Nth I Ne NNN NEN BD) 


(ACE is the preferred drug for Hypertensive patients of any age/ ethnicity with 
CKD as long as GFR > 30 and Albumin: Creatinine Ratio (ACR) > 30 


Also, remember: DM type 2 + HTN — always consider ACEi (it reno- 
protective) unless severe renal impairment (GFR < 30). 


The most common cause of Nephrotic Syndrome in 


> [Minimal Change Glomerulonephritis. 
® The most common cause of Nephrotic Syndrome in ; 
v in Caucasian J White people Jor if unspecified ethnicity > MENIDTanOLE GN. 


Vin Africans J Black [Americans [Hispanics > Focal Segmental GN. 


Generally, for PLAB 1, the most common cause of Nephrotic Syndrome in 
Adults (especially > 40 YO) > Membranous GN. 
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Membranous glomerulonephriti 


« Presentation: proteinuria / nephrotic syndrome / chronic kidney disease 
+ Cause: idiopathic (Mainly), infections, rheumatoid drugs, malignancy 
- Prognosis: 


@ 1/3 of the cases > Remission. 
@ 1/3 of the cases > Partial Remission. 


@ 1/3 of the patients > progress into End-stage Renal Failure. 


Types of Glomerulonephritis “For Reading” 


@& Rapidly progressive glomerulonephritis (Crescentic glomerulonephritis): 
v Rapid onset, often presenting as acute kidney injury. 
v Causes include Goodpasture's (hematuria + Hemoptysis), ANCA positive vasculitis. 


@& |gA nephropathy (Berger's disease) and Mesangioproliferative GN: 
V Typically, young adult with haematuria 1-2 days after an URTI. 


# Minimal change disease: 

V Typically, a child with nephrotic syndrome (Edema, proteinuria, albuminemia) 

¢ Minimal change disease accounts for 80% of Nephrotic Syndrome cases in children. 
Vv Causes: Idiopathic (mainly), Hodgkin's, NSAIDs 

Vv Good response to steroids 

Vv Renal biopsy on electron microscopy > Fusion of Podocytes. 


& Membranous glomerulonephritis: 

Vv Presentation: proteinuria / nephrotic syndrome / chronic kidney disease. 

Vv Cause: idiopathic (mainly), infections, rheumatoid drugs, malignancy. 

V 1/3 resolve, 1/3 respond to cytotoxics, 1/3 develop chronic kidney disease. 


& Focal segmental glomerulosclerosis 
Vv May be idiopathic or secondary to HIV, heroin. 
V presentation: proteinuria / nephrotic syndrome / chronic kidney disease. 


Key | & Suspect CKD “Chronic Kidney Disease” if: 


17 | Anemia + Hypocalcemia and Hyperphosphatemia + Small Kidneys on U/S (< 9 mm). 
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Patients with late CKD usually have Hypocalcemia which results in tingling, 
numbness, paraesthesia, involuntary spasms/ cramps. 


The reason for this Hypocalcemia was mentioned in Key #6, which is: 


25-hydroxyvitamin D is formed in liver > Then, an enzyme called (1-alpha- 
hydroxylase) in kidneys converts it to the active form > (WAST Giga ai cine. 


Example, 

An elderly patient with CKD and DM presents with loss of sensation in his fingers 
and muscle cramps. His labs show: 

Hyperkalemia, Hypocalcemia, hyperphosphatemia, and Anemia. 


® The likely reason for his symptoms is > |Hypocalcemia 


IMPORTANT & TRICKY: Sometimes the answer would be indirect, such as 


> |1,25-dihydroxyvitamin D3 deficiency. “the more active form of Vit. D”. 


1,25-dihydroxyvitamin D3 deficiency > | Calcium absorption > Hypocalcemia 


Be careful, the question asks about the “cause” for his symptoms, which is 
hypocalcemia 2ry to 1,25-dihydroxyvitamin D3 deficiency in this stem. 


Autosomal Dominant Polycystic Kidney Disease (ADPKD) 


¢ If a patient presents with Hematuria (either microscopic or gross) [+] HTN [+] 
Loin/Flank Pain. 


> think of Adult Polycystic Kidney Disease (ADPKD). “Important v” 


¢ Remember that ADPKD is associated with Intracranial Aneurysm! (Important v) 
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Example, 

A 44 YO ° Known cases of Chronic Kidney Disease presents with Hypertension 
and loin pain. Her father died at the age of 54 due to cerebral aneurysm. What 
is the likely Investigation that would lead to diagnosis in this lady? 


> Ultrasound of the Kidneys, Ureters and Bladder. 


Vv You supposed to be able to know that this is a case of ADPKD as this disease is 
an Autosomal dominant which means that 50% of children will be affected (Hx 
of father) and it is often associated with intracranial aneurysm. 

Vv Furthermore, ADPKD can lead to progressive CKD. 

Vv The diagnosis is made by as it can detect the cysts. 


Important Table 


Hematuria + HTN Polycystic Kidney Disease (ADPKD) | Ultrasound 
Hematuria + Hemoptysis | Goodpasture Syndrome Anti-GBM Abs 


Hematuria + Hemoptysis | Wegener’s (Granulomatosis with 
+ Nasal/Sinus problems | Polyangiitis) 


Hematuria + Bloody Hemolytic Uremic Syndrome (HUS) ||www.Plabikeys.com 
diarrhea 


Hemolytic Uremic Syndrome (HUS) 


Triad 1) Hemolvtic Anemia (Hemolvcic) #2) Uremia (Acute Renal Failure) § 


SY) 2 a ee Se Veo So Se ee et ee eS SS Se ee es. a ee ul 


3) Thrombocytopenia (Low Platelets) 
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¢ Children 


Eating Undercooked Contaminated food > E. Coli 0157 > Produce Verotoxin > 
Profuse Diarrhea > Bloody Diarrhea > (after 2-14 days) > Uremia “Acute Renal 
Failure” (Hematuria, Proteinuria, 7’ Urea and Creatinine) 


So, remember: 

¢ Diarrhea 

> turns Bloody 

> Renal Failure (Hematuria, high Creatinine...etc). 


+ Features of Anemia (e.g. Pallor, Fatigue). 


Rx > Supportive: v !V fluids. V + Blood Transfusion v + Dialysis (if required) 


v If Very Severe > Plasma Exchange 


Never Give Antibiotics in HUS! 
(More toxins are released as the E. Coli dies) 


Note: 
HUS Triad [+] Fever [+] Neurological manifestations 
> TTP “Thrombotic Thrombocytopenic Purpura” 


Key | Hematuria that develops after a Hx of Upper Respiratory Tract 


=e Infection (URTI) “Sove throat/ Coryzda) is either due to: 


@ IgA Glomerulonephritis (Berger’s Disease) [OR] 
@ Post-Streptococcal Glomerulonephritis. 
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IgA Glomerulonephritis Post-Streptococcal 


(Berger's Disease) Glomerulonephritis 


1-2 |days| after URTI 1-2 after URTI 
Main presentation > Hematuria. | Main Presentation > Proteinuria 


Usually Young Males ¢ Associated with | Complement levels (C3). 
¢ Renal biopsy > “Humps” on electron 
microscopy. 


v Organism > Group A beta-hemolytic Streptococci (usually Streptococcus Pyogenes) 
Vv Treatment > Mainly Supportive (the Majority resolves spontaneously). 


Causes of Small Kidneys: 


Vv Chronic Pyelonephritis. 

Vv Chronic Glomerulonephritis. 

Vv Hypertensive Renal Disease. 

v Bilateral Renal Artery Stenosis. 


Causes of Large Kidneys: 


v ADPKD. (Multiple cysts make kidneys larger) 
Vv Obstructive Uropathy (e.g. due to stone, enlarged prostate > Hydronephrosis 
> large kidney). 


Example, 

An elderly patient presents with Nausea and Prostatism (Urinary Frequency, 
Hesitancy, Post-void dribbling). He has HTN. U/S reveals small kidneys. His 
serum creatinine is 170 (elevated). 


> [Hypertensive renal disease’. 
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Hypertensive renal disease > small and scarred kidneys > Renal impairment. 


Notes: 
V Large Prostate e.g. Prostate cancer or Benign prostatic hyperplasia (BPH) > 


Features of + Obstructive Uropathy and Hydronephrosis (Not small 


kidneys). 


Vv Reflux Nephropathy > Dilated Pelvicalyceal system and occurs mainly in the 


young. 


Key | Again 
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e Simple lower UTI (Dvsuria. Freauencv) is treated by 


> or |Nitrofurantoin 


Regardless of Hx of Hypertension! 


¢ Uncomplicated Upper UTI (Acute Pyelonephritis) 
> Ciprofloxacin or Co-amoxiclav 
or Cefalexin (if pregnant + outpatient) 


Scenario 

A 47 YO 6 with end-stage chronic kidney disease has had a successful renal 
transplant. Three days later while still in the renal ward, he develops rapid and 
shallow breathing, generalised oedema and he is unable to void “anuria”. His Vitals 
and labs are as follows: 

HR: 118 bpm f[BP: 182/90 BRR: 24 

Sodium 136 (N: 135-145) [J Potassium 6.6 (N: 3.5-5) [J Creatinine 700 (N: 70-150) 


The BEST management is > |Haemodialysis.. 


¢ This is a likely case of Transplant Rejection or Host-Versus-Graft. 
¢ Careful! Many may choose Calcium gluconate or Calcium chloride “to protect 
the heart” followed by Insulin and Glucose “to decrease the serum potassium”. 
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This is NOT the “BEST” management here “the question asks about the best 
treatment!”. 

e The patient has Severe hyperkalemia + Anuria + Oedema + Hyperventilation. 
¢ The patient has also Acidosis (indicated by the rapid shallow breathing). 

e Lowering the potassium alone would not treat all these features! 

¢ Moreover, the potassium will return to the serum causing hyperkalemia again. 
“The patient has no functioning kidney and toxins are accumulating in his body”. 
¢ Additionally, the patient is already overloaded “generalised edema” with 
Anuria “cannot pass urine”; thus, we cannot give him IV fluid! 

¢ Haemodialysis is supportive while we wait for another suitable kidney 
transplant. 

¢ K* > 6.5 > Severe Hyperkalemia. 

¢ Final tip > Calcium Chloride is mainly “but not only” given if there are ECG 
changes 2ry to hyperkalemia such as Tall Tented “T” wave, Wide QRS complex. 


Some Indications of Hemodialysis: 

\ Persistently high potassium 2 6.5 [Refractory Hyperkalemia]. 
V Acidosis. 

V Fluid overloaded with Anuria or non-effective diuretics. 

V¥ Pulmonary edema, Pericarditis. 


Key | cpenario 


52 YO man presents to the A&E with fever, rigors and vomiting for 2 days. There 
is severe tenderness over the right costovertebral angle. His Urinalysis is 
positive for blood, nitrites and leucocyte esterase. 

Creatinine: Normal J Urea: 10 (high) J WBCs: High CRP: High If Kt: Normal. 
He was immediately commenced on IV antibiotics and IV fluid. 


The most appropriate Investigation > 


¢ This is likely a case of Acute Pyelonephritis. 
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¢ Remember: (loin/ back pain, fever, rigors), [+] Urinalysis shows blood, nitrites, 
leucocyte esterase > Acute Pyelonephritis. 


¢ Here, the question mentions “Costovertebral angle tenderness” instead of 
“Loin, back or Flank pain”. They are nearly the same as the costovertebral angle 
is at the (back, towards the flank). 

¢ The investigations for Acute Pyelonephritis are: Urinalysis > then, Urine 
Culture. 

¢ It is preferred to take the urine sample for culture before starting the IV 


antibiotics. Nonetheless, they have started the antibiotic before the culture in 
this stem. 


(Review Key 7) 


e Remember, in suspicious meningitis, we start empirical IV antibiotics even 
before LP or blood culture. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 
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Neurology 


Neurology is a tough section. However, if you have no great basics, do not stress 
yourself trying to understand every single thing. Just stick to these notes, do them 
twice and finish your preferred, reliable question bank. That would be all what you 
need. Do this in all chapters. 


These are just quick points to compare. Explanations are in the coming keys. 


Cranial Nerves Nucleus: 
Vv 1,2 > Cerebral Cortex 

v 3,4 Midbrain 

v5,6, 7,8 > Pons 

v9, 10, 11, 12 > Medulla 


Chronic alcoholic + CAS (Confusion/ Ataxia/ Squint “Nystagmus, 
Ophthalmoplegia) 


> Wernicke’s encephalopathy (Vitamin B1 -Thiamine- deficiency). 


® Chronic alcoholic + CAS + Amnesia (memory loss) + Confabulation (Making up 


stories) > |Korsakoff’s psychosis 


OLD man + GDU (Gait abnormality/ Dementia -behaviour changes-/ Urine 
urgency + incontinence) = Wet, Wobbly, Wacky Grandpa. (if CT is done, it would 


show enlarged ventricles) 


> NPH (Normal Pressure Hydrocephalus). 
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OLD man + GDU (Gait abnormality/ Dementia -behaviour changes-/ Urine 
urgency + incontinence) = Wet, Wobbly, Wacky Grandpa. But, with Hx of HTN, 
Smoking, TIAs, MRI shows multiple lacunar old infarcts 


“> (Vascular Dementia). 


OLD + Making sexual or inappropriate comments/ Urinating on Sofa 
(Disinhibition), Loss of social interest (disengagement), Acting inappropriately or 
impulsively, Personality and behaviour changes, Over-eating, Struggling with 
word choices 

> |Frontotemporal Dementia (Pick’s disease) 


Forgetful elderly (forget to look doors, forget birthdays, forget names of 
people and places), easily getting lost (Disorientation), unable to do simple tasks 
(e.g. cooking) 


> \Alzheimer’s disease 


ACUTE onset (hours to days) of mood and behavioural changes + 
Hallucinations (mainly visual) 


> Delirium 


© Elderly, UTI, developed confusion, fluctuating level of consciousness and 
disoriented to time and place. 
> 


Old age + Bradykinesia (slow movements) + Resting tremors + Rigidity + 
Postural instability + Expressionless face. 


> [Parkinson’s disease 


Parkinsonism (Parkinson disease features: Bradykinesia “slow movements” + 
Resting tremors + Rigidity + Postural instability “Ataxia”) 


> |Parkinson’s Disease. 


LOPYMENLS  Pidbinkeys.conl 


Parkinsonism [+] Urinary incontinence, Erectile Dysfunction [+] Postural 
Hypotension “Frequent falls” 

~ Shy-Drager Syndrome, 

Mnemonic: “He is Shy as he wets his pants, has erectile dysfunction and Drags 
his feet because of his ataxia”. 


Parkinsonism [+] Dementia [+] Visual Hallucinations + Delusions 


> |Llewy Body Dementia. 


Stiff- freezed- posture, Axial rigidity > Falling Backwards, shuffling and 
freezing gait, restricted downward gaze + Others 


> Progressive Supranuclear Pals 


Tremors that are ABSENT at rest and DO NOT resolve with distraction + 
Worse when patient is tired or stressed 


> |Essential Tremors) (give Propranolol) 


Tremors absent at rest but resolve with distraction 


> |Psychogenic tremors. 


Ataxia | Intentional Tremors (e.g. when trying to touch his nose or catch 
something) [| Dysarthria i Nystagmus. The affected part of the brain is > 


erebellum. 


If limb ataxia > Cerebellar Lobe is affected. 
If tRuncal ataxia > Cerebellar VeRmis is affected. 


Hx of GIT/ Respiratory infection + Ascending Muscle weakness + ABSENT or 
Diminished Reflexes 


> |Guillain Barre Syndrome. (Autoimmune Demyelination) 


Muscle Fatigue, Fatigue, Fatigue + Muscle Weakness + Normal reflexes + D 
features (Drooping eyelids “ptosis”, Diplopia, Dysphonia, Dysphagia, Dysarthria) 


Myasthenia Gravi 
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> To confirm Dx >/Serum skeletal muscle nicotine acetylcholine receptor antibod 


If a presentation similar to Myasthenia Gravis but with (4) reflexes (+ve for 


upper neuron signs) + normal autoimmune panel 


> [Amyotrophic lateral Sclerosis). (ALS) 


Motor, sensory, reflexes are all affected but with typical LOSS OF PAIN AND 
TEMPERATURE (due to affection of Spinothalamic Tract) (e.g. one may burn his 
fingers without realising as he lacks Pain and Temp sensation). 


> Syringomyelia 


the same as Syringomyelia but [+] CN involvement (e.g. Facial Palsy]. 


> Syringobulbia). 


Painless muscle weakness that worsens with exercise, Tires easily, Speech 
fades, Difficulty climbing stairs and reaching for items on shelves, Difficulty 
chewing and swallowing, Diplopia, Normal reflexes + FHx of an autoimmune 
disease (e.g. Thyroid disease) (Positive autoimmune panel) 


> |Myasthenia Gravi 


> To confirm Dx >| Serum skeletal muscle nicotine acetylcholine receptor antibod 


OPTIC NEURITIS (pale disc, blurred vision...) + Muscle Stiffness + Muscle 
Weakness + Others 


> |Multiple Sclerosis). 


Wasted tongue with fasciculations + Bovine cough (unable to produce 
expulsive cough due to inability to close epiglottis), reduced gag reflex 


> [Bulbar Palsy, 


Multiple Cranial nerve affection e.g. Facial numbness “5'" CN Trigeminal 
nerve” + Diplopia and Ptosis “3'? CN Oculomotor nerve”) 


> [Brainstem lesion 


Oculomotor (3 CN) > Midbrain § Trigeminal (5t* CN) > Pons 
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Symptoms of (Cerebellar Lesion) e.g. ataxia -unsteadiness-, nystagmus, slurred 
speech 

[+] Cranial Nerves Symptoms (e.g. Vertigo: 8° CN Vestibulocochlear nerve { 
Diplopia: 3° CN Oculomotor nerve) 


> [Brain Stem lesion 


Ipsilateral oculomotor nerve palsy (e.g. left eye ptosis, left mydriasis -dilated pupil-, 
left eye is deviated outwards and downwards) 
[+] Contralateral hemiparesis (e.g. right arm + right Leg weakness) 


> Weber’s Syndrome (GIGBRAIN infarct) (PCA block: Posterior Cerebral Artery) 


Ipsilateral Horner’s syndrome + Loss of Pain and Temperature sensation in Face 
[+] Contralateral loss of Pain and Temperature sensation in Limbs. 


~ Wallenberg’s Syndrome = Lateral (PICA Block: Posterior 


Inforiar Corohollar Artarv) 


Nystagmus, ataxia, vertigo -Dizziness-, right hemianopia, dysdiadochokinesia 


> |Posterior Circulation Stroke 


Contralateral Paralysis and Sensory Loss (Face and Arm) 
+ Ipsilateral Gaze Preference 


> |Middle Cerebral Artery (MCA) Stroke 


Headache due to Brain Injur 


Epidural “Extradural” Hematoma” 


¢ Often associated with Skull Fracture. 


¢ Middle Meningeal artery injury. 


¢ Lucid interval: 
A patient goes back to do what he was doing before falling unconscious again. 
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Chronic Subdural hematoma 

Usually an elderly + on Anticoagulant or Alcoholic. 

¢ Hx of minor fall + Minor head injury. 

¢ SLOW onset of symptoms. 

@ CT is diagnostic, and Surgical evacuation of hematoma provides dramatic 
improvements. 

# Note: Acute Subdural hematoma resembles Epidural hematoma (lucid interval). 


¢ Important > The affected vessel > |Bridging Vein (Cerebral Vein). 


Subarachnoid hemorrhage 
¢ Occurs most commonly due to cerebral ANEURYSM. 


¢ Common associations: 


Vv Ehlers-Danlos Syndrome (collagen problem “Connective Tissue Disease”). 

V Polycystic Kidney Disease (ADPKD) (Hypertension and repeated kidney stones 
> Association: Berry Aneurysm, Association > SIADH > Hyponatremia. 
(Important v) 

Vv Excessive alcohol intake is an important risk factor 


Usually Sudden and Spontaneous, Very Severe + may be associated with N, V. 


¢ Common hints: 
Vv The worst headache in life. 
V Thunderclap headache. 


V Teeling of “kicked in the head” (SEVERE headache worse at back of head) 
Vv Severe “Occipital”. 
V Meningeal irritation (Neck stiffness, Photophobia), Vomiting, Collapse, Seizures. 


¢ Dx: 
V CT brain (without contrast) 
V if inconclusive > LP “Lumber Puncture” (CSF is Bloody, then > Xanthochromic 


“Yellow” due to bilirubin). “Important v” 
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Arachnoid 
mater 


Elaboration 
Example (1), 


A 40 YO 2 presents with a sudden onset of a severe headache and recurrent 


episodes of vomiting. She suddenly collapsed one-hour after taking paracetamol. 
Her medical Hx is significant for Ehlers Danlos Syndrome. 


The likely Dx > Subarachnoid Hemorrhage. 


Sudden onset, Severe, Association with Ehlers Danlos Syndrome 


Examople (2), 

A 35 YO man was hit by a car and lost consciousness. When the paramedics 
arrived, he was found to regain consciousness. However, his GCS suddenly 
deteriorated again and went into unconsciousness while in the A&E with his left 
pupil being dilated and unresponsive to light. 


The likely Dx > [Epidural (Extradural) Hemorrhage. 


V The patient went into lucid interval then he went to unconsciousness again. 
Vv Mass effect due to hematoma (space-occupying lesion: hematoma, abscess, 
tumor) > Unilateral dilated unreactive pupil. 
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© A Quick Reminder: 

¢ Unilaterally Dilated pupil > Space-occupying lesion (e.g. abscess, tumour, 
hematoma). 

¢ Bilaterally Constricted pupils (bilateral pinpoint = Miosis) 

> Opiates overdose (e.g. morphine, Heroin) Icva affecting the brainstem. 

¢ Bilaterally Dilated pupils > Amitriptyline (TCA) overdose I Cocaine overdose. 


Example (3), 

While playing rickets, the head of a 24 YO girl was hit by the ball. She initially lost 
consciousness but spontaneously recovered. Now, she has severe headache with 
an episode of vomiting and slow responses. 


The likely Dx > [Epidural (Extradural) Hemorrhage. 


Again, lucid interval is the key. 


Examople (4), 

68 YO man becomes confused over a period of 2 weeks. He used to be active and 
go for long walks. Now, he stares at the wall, barely talks to anyone, and sleeps 
the majority of the day. His daughter recalls that he fell down the stairs about a 
week before these changed happen. 


The likely diagnosis > |Chronic Subdural Hemorrhage. 


¢ Chronic progressive symptoms, Elderly, Hx of fall (see above). 


Example (5), 
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A lady found her 68 YO father at home in a confusional state with bruising on his 
left arm and unsteady gait. CT scan brain show a midline shift from the side of a 


clot. 


The likely Dx > Subdural Hemorrhage 


Elderly + Recent fall (bruises) > think of subdural hematoma. 


Note, all 3 types of hematoma can present with (midline shift); however, the 
presence of “Crescent-Shaped hematoma” is characteristic for subdural 
hematoma (not mentioned here). 


This subdural hematoma/ epidural 
hematoma (arrows) is causing 
midline shift of the brain. 


midline shift of the brain is seen 
on any type of hematoma, tumor. 


rise www.Plabikeys.com Pine 
KEYS Keys 


Crescent-shaped hematoma characteristic for > 


3 4 } Subdural hematoma 
4 (elderly + Hx of fall t on anticoagulants/ alcoholic) 


Example (6), 

65 YO ° Presents with Severe headache with nausea and vomiting for the last 
12-hours. She describes it as (Kicked in the head) that is worse at the back of the 
head. CT scan of head shows no abnormalities. 
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The best next step > Lumbar Puncture (LP) 


Here, we suspect SAH “Subarachnoid hemorrhage” Clinically. 
First line > Non-contrast CT, if it is inconclusive > LP, still? > MRI 


After the diagnosis of SAH has been confirmed, we need to identify the origin 
(site) by either > Cerebral Angiography (or) CT Angiography. 


Example (7), 
A 56 YO chronic alcoholic has been found confused by his wife. He had fallen a 
week ago. Since then, he has worsening agitation and confusion. 


ama Pr a ee . Eee. = = ] 


he ikely UX -7 pubaural hematoma). 


Chronic Alcoholic + Hx of fall + Slow onset/ progress of symptoms 


Example (8), 
A70 YO 9 with a Hx of fall 3 days ago presents with progressive confusion, 
drowsiness and disorientation. 


¢ The likely Dx > (Chronic Subdural Hemorrhage. 
¢ The likely involved blood vessel > (Rupture of a bridging vein). 


Example (4), 
A daughter has brought her 77 YO mother to a clinic complaining that her 
mother is progressively having worsening confusion lately. The old lady is on 


Warfarin for AF and her INR is 6.8. She has bruises on her arms. 
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The likely diagnosis > Chronic Subdural Hemorrhage. 


¢ Chronic progressive symptoms, Elderly on Anticoagulant (warfarin), Hx of fall 
(Arm bruises). (see above). 

e Any minor fall can cause bleeding in those who are on anticoagulation 
regimen, particularly whose who have high INR. 


Example (10), 
A 67 YO 6 fell down the stairs. His son brought him the ED. He was having lucid 
intervals and then he went unconscious. 


The likely vessel affected > |Middle meningeal arte 


Vv Lucid intervals > Epidural hemorrhage > Middle meningeal artery. 


Vv Remember, in chronic subdural hemorrhage > Cerebral “Bridging” veins. 


Example (11), 
A 52 YO lady presents with sudden onset, severe occipital headache with 
vomiting and neck pain. CT is inconclusive. LP shows Xanthochromia. 


The likely Dx > Subarachnoid hemorrhage. 


V CT brain (without contrast) 
Vv if inconclusive > LP “Lumber Puncture” (CSF is Bloody, then > Xanthochromic 
“Yellow” due to bilirubin). “Important v” 


Example (12), 
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A 25 YO & was found on the floor. He is drunk, drowsy and unsteady. On 
admission to the ED, he has a sudden onset of headache of severe intensity that 
is localised to the occipital area. GSC is 15/15 and with no neurological deficits. 


The likely Dx > Subarachnoid Hemorrhage (SAH) 


Sudden, Severe, Occipital, Alcohol (all are hints towards SAH). 
Review the topic above. 


CSF findings in Meningitis 


Bacterial Viral Tuberculous 
Meningitis Meningitis Meningitis 
Glucose Low Normal Low 
Protein High Normal/ High High 
WBCs Mainly Neutrophils Mainly ¢ Early > 
Lymphocytes Neutrophils. 
e Later > 
Lymphocytes. 


¢ In Bacterial meningitis, the bacteria eat glucose > Low glucose 
+ rapidly destroy tissues > High Protein. + (7* Neutrophils). 


¢ In Viral Meningitis, the virus does not eat glucose > Normal Glucose 
+ slowly destroy tissues > Normal or High protein. + (7* Lymphocytes). 


¢ Mycobacterium Tuberculosis is bacteria and thus the glucose is low. However, 
the difference that in ordinary bacterial meningitis, there is 7’ Neutrophils 
whereas in TB meningitis, there could be lymphocytosis (7* Lymphocytes). 


Elaboration 


Example (1), 

A 36 YO 6 presents with gradually increasing headache, photophobia and neck 
stiffness. CT scan is normal. LP is done and the CSF shows low glucose with 
lymphocytosis. There is no organism on stain. 


The likely causative organism > |Mycobacterium Tuberculosis. 
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V (Low glucose + T Lymphocytes) — TB meningitis. 
V (Low glucose + T Neutrophils) —- Bacterial meningitis. 
V (Normal glucose + t Lymphocytes) — Viral meningitis. 


Example (2), 

25 YO ° presents with 1-day headache that has been increasing in severity. She 
cannot tolerate bright light and there is discomfort on turning her head. Kernig’s 
sign is negative. Lumber puncture CSF shows: Normal glucose, elevated protein 
and lymphocytosis. 


The likely diagnosis > \Viral meningitis. 


Note > Kernig’s sign does not have to be positive in all cases of meningitis. 

This patient has headache, photophobia, neck rigidity and LP findings suggesting 
meningitis. 

V (Normal glucose + t Lymphocytes) — Viral meningitis. 


pes of Headache 


Tension Headache 


Location: > Bilateral. 


© Pain Characteristic: > Pressing/ Tightening/ Dull. 
© Pain intensity: > Mild to Moderate. 


BiIGtlLaw Afenalatad Qiaa eee it Alana 
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© Duration: > Around 30 minutes. 


© \Patient appearance}: > Patient is able to do daily activities. 
B Management| > Pain killers (Aspirin, NSAIDs, Paracetamol). 
© |Prophylaxis: > Acupuncture. 


Migraine Headache 


IO} Location: > Unilateral (70%) i Bilateral (30%). 


© \Pain Characteristic: > Throbbing/ Pulsating | Gradual onset. 
© Pain intensity: > Moderated to Severe. 
Other associated Symptoms: Photophobia, Nausea/ Vomiting, 


Aura/ Triggers (Visual symptoms, Sensory symptoms, Speech disturbance). 
Duration: > 4-72 hours. 
Patient appearance: > Prefers to sit in a dark, quiet room. Limited activities. 


V First line > Sumatriptan (If > 17 YO > Oral). (12-17 YO > Nasal). 
Vv Second line > NSAIDs (e.g. Aspirin). 
Vv Combination therapy (Oral sumatriptan + NSAIDs [or] Oral sumatriptan + 


Paracetamol). 
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V Transcutaneous Vagus nerve stimulation. 


Vv Avoid triggers. 


— 1 a 7 re 


Prophylaxis: + Beta-Blockers (e.g. Propranolol) [or}] Topiramate. 


Important note: 
The disappearance of Migraine for a long period can occur and a recurrence can 


occur long time later. In this case > |No Further Investigations are required. 


However, if, after disappearance, a different headache (e.g. with neck stiffness, 
or described as the worst headache in life, we should do CT scan head to R/O 
other causes of headache such as Subarachnoid hemorrhage). 


Cluster Headache 


© Location > Always Unilateral. 


Pain Characteristic: > Variable [| Pain on one eye [J Sudden onset and 


recovery. 


Pain intensity} > Very Severe. 
Other associated Symptows: Ipsilateral watery/ red eye I constricted pupil | 


rhinorrhea [facial sweating Jf drooping eyelid. (Photophobia can also occur) 


Duration: +> 15 minutes to 3 hours 


From one attack each 2 days up to 8 attacks a day! 
Recurrent attacks affect the same usual side. 


Patient appearance): > Restless patient with inability to do activities. 
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Management (Acute phase): 


Vv 100% O2 for 10-20 minutes. 
Vv Sumatriptan (Nasal or Subcutaneous). 
v If first time attack > refer to specialist as it may require CT to R/O other DDs. 


@ |Prophylaxis: > Calcium Channel Blockers (e.g. Verapamil) 
Elaboration 


Example (1), 


SA Wri ©€C) vusacanbé wnbh. a Lu At BA KiaemAAd abtaalba AL taAhanen RaanAdarnhaAc Thaw ava 
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usually unilateral, pulsating, and associated with photophobia and vomiting. 


Vv The likely Dx > Migraine) 
Vv The first line treatment > ORAL Sumatriptani. 


Sumatriptan in Migraine > Oral. 
Sumatriptan is Cluster headache > Nasal/ Subcutaneous. 


Example (2), 


A 42 YO 9 presents with a severe right-sided throbbing headache and 
photophobia 20 minutes after an episode of tingling and numbness of left hand 


= with Aura (Classical) 


Example (3), 
A 19 YO @& has episodic headaches preceded by fortification spectra and can 
sometimes last for 2-3 days. 
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The most appropriate treatment in the acute phase 


> |Oral Triptans. 


What if triptan was not given in the options? 


> lAspirin (or NSAIDs). 


¢ This is a case of Migraine. 

¢ Fortification spectra are more complicated images that can float in your vision 
during a migraine (Aura). 

e Remember, Topiramate and Propranolol (Beta-Blockers) are not used in acute 
phase; they are preventative (prophylactic) medications in migraine. 

* Do not pick Topiramate thinking it is triptan. They are different! 


Example (4), 

30 YO man presents complaining of severe headache in the last 2 hours ago. It is 
localised to the left side and associated with photophobia. He suffered from a 
similar episode a few month ago that had also involved the left side. It had lasted 
for several minutes for several times a day for a period of 2 weeks and then 
subsided spontaneously. The patient is unable to stand still, agitated and 
anxious. 


The likely Dx > (Cluster headache. 


¢ Do not get fooled by “Photophobia”. It can also occur in cluster headache. 
e Remember, for cluster headache: 


\V Duration! => 15 minutes to 3 hours 


From one attack each 2 days up to 8 attacks a day! 
Recurrent attacks affect the same usual side. 


Patient appearance; > Restless agitated patient with inability to do activities. 
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These are compatible with this scenario: 

¢ The previous attacks lasted for several minutes and occurred SEVERAL times a 
day (which is seen more commonly in cluster headache). 

eThink of cluster headache as a visitor who visits frequently for a month or so 
and then disappear. That’s why it is called (Cluster). Many frequent back-to-back 
attacks during a limited period, then bam, disappear, and re-visit again after a 
while. 

¢ Remember in migraine, the duration is Longer (4 hours to 72 hours)! 

Vv The patient is agitated (while in migraine, the patient usually prefers to lay 
down in a dark room). 


Example (5), 

While he is working in his office, a 31 YO 4 suddenly developed excruciating 
headache to his left side associated with left eye pain. He experienced similar 
episodes 3 months ago. His left eye is red, swollen and with lacrimation. 


The likely Dx > (Cluster headache). 


Excruciating = very sever, eye pain swelling redness and with lacrimation are 
features of cluster headache. The Hx of similar attacks is also important. Always 
same side. 


Multiple Sclerosis (MS) 


Multiple sclerosis is chronic cell-mediated autoimmune disorder characterised 
by demyelination in the central nervous system. 


3 times more common in women 


| Most commonly diagnosed in people aged 20-40 years | 
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The Commonest Type — Relapsing-remitting MS (> 85%): 
Acute attacks (e.g. last 1-2 months) followed by periods of remission. 


Important Features: 
Optic neuritis: common presenting feature (usually given as a hint in exam v) 


e Pins/needles 

e Numbness 

¢ Trigeminal neuralgia 

e Paraesthesia in limbs on neck flexion 


Spastic weakness: most commonly seen in the legs (important v) 


erebellar >| Ataxia [Tremors Dysarthria |] Nystagmus 


Urinary urgency/ retention 


Sexual dysfunction 
Intellectual deterioration 


Another way to memorise them: 


Motor and Sensory symptoms due to affection of (Cerebellum + Brainstem + 
Transverse Myelitis) 


¢ Cerebellum] > Ataxia |Tremors Dysarthria |] Nystagwus. 
If limb ataxia > Cerebellar Lobe is affected. 
lf TRuncal ataxia > Cerebellar VeRmis is affected “Midline of cerebellum” 
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+ Brainstem] > Optic problems (Diplopia, Ophlamoplegia, Gaze palsy, blurry vision) [ 


Facial Numbness § Ataxia and Dysarthria 


+ Transverse Myelitis > Weakness (e.g. in legs), Spastic Quadriparesis or Spastic 


Paraparesis | Urinary urgency/ retention j Stiffness. 


©|Most important hint > Optic neuritis / Pale disc / Acute unilateral visual reduction 


that might be painful. 
Vv Note, the white matter of the optic nerve, brainstem and basal ganglia are most 
commonly affected in Multiple Sclerosis. 


Paresis = Weakness/ Partial paralysis. (Paraparesis: Lower limbs). (Quadriparesis: all 4 limb) 


Diagnosis: 

V Clinical diagnosis. 

v Definitive Diagnostic test > > Demyelination, Lesions disseminated in 
time and place. 


Treatment: 
Vv In acute cases (during a Relapse) (initial) > Oral or |V Methylprednisolone. 
Vv Long-term > Glatiramer acetate [or] Interferon-beta. 


Example (1), 

25 YO © presents complaining that she has a progressive stiffness of her left leg. 
She also mentions that she has recurrent blurry vision that resolves 
spontaneously each time. Ophthalmoscopy revels pale disc. LL examination 
reveals 3/5 left leg power with upward planters. 


The best initial treatment > |Methylprednisolone. 
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The features in this stem: 
Stiffness (upward planters) + Weakness (low power) in LL + Optic Neuritis 
(Blurry vision + Pale disc) that is remitting and relapsing > Multiple Sclerosis. 


So, 


Stiffness + Weakness + Optic Neuritis + Recurrence/ intermittent > M 


Example (2), 
A 44 YO @ presented with blurred vision and intermittent clumsiness for 3 
months. Reflexes are brisk in her arm and the optic disc is pale. 


The likely Dx > |Multiple Sclerosis| (Intermittent + Optic Neuritis) 
The best modality to confirm Dx > 
The best drug in acute phase > |Methylprednisolone 


« Dizziness/Vertigo on Moving head > BPPV. 
« Add: Hx of Viral URTI > Vestibular Neuritis. 
« Add: Hearing loss/Tinnitus > Labyrinthitis. 


Another Summary: 


e Vertigo + Hx of Common cold > Vestibular neuritis. 
¢ Vertigo + Hx of Common cold + Hearing loss/Tinnitus > lLabyrinthitis. 


¢ Vertigo on moving head that lasts for seconds WITHOUT Hx of Common cold 


> [Benign Paroxysmal Positional Vertigo (BPPV). 


¢ DVT + Fullness (Deafness, Vertigo, Tinnitus) + Pressure or Fullness in one ear > 
(MRI is normal). 

¢ DVT + Cranial Nerve Palsy (e.g. Facial palsy, Loss of Corneal reflex, Loss of facial 
sensation) 


> |Acoustic Neuroma (Vestibular Schwannoma)| (Do MRI of the 


cerebellopontine angle). 


Benign Paroxysmal Positional Vertigo 


e Sudden onset of vertigo that is aggravated by a change in head position and 
lasts a few seconds to a few minutes + Nausea. 

e Occurs usually during turning over in bed or lying down. 

¢ The sensation that the room is spinning. 

‘ Dx — Hallpike’s Manoeuvre. 

- Rx — Epley’s Manoeuvre = repositioning technique. “Apply Epley for Treatment” 
N.B. Mostly resolves spontaneously. 


Drop Attacks > Sudden falls WITHOUT losing consciousness due to either 
cauda equina (weak legs) or vertebrobasilar insufficiency. The whole event is 
remembered. The recovery is complete and fast. 
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Stokes Adam attack > Sudden collapse into “Unconsciousness” due to a 
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syncope (fainting) with or without convulsions. 


DDx of Sudden Falls. 


> Sudden falls without losing consciousness. 

> Unconscious + Abnormal ECG. 

> Unconscious (or) \ level of consciousness + Sweating, do not 
recover unless given glucose. 

° > Unconscious + Hx of prolonged standing, straining, 
pooping, heavy weight lifting or after visual stimuli e.g. seeing blood. The patients 
usually feel dizzy and “tunnel vision” before the attack. Usually ina YOUNG FEMALE 
(with NO chest pain, palpitation and with Normal ECG) 

: ~> Unconscious + Post-seizure confusion 


Wernicke's encephalopathy (Thiamine deficiency) 

¢ In Chronic Alcoholics mainly. 

e Other causes: Persistent vomiting (hyperemesis gravidarum in pregnancy), 
Stomach Cancer. 


¢ IMPORTANT > the cause: Vitamin B1 deficiency (Thiamine). 


¢ Triad of CAS: Chronic Alcoholic/ Chronic severe vomiting + 


- Confusion 
- Ataxia (Uncoordinated gait, unsteadiness) 
- Squint (Nystagmus, Ophlamoplegia) 


¢ Rx — Urgent IV Thiamine (Vitamin B1) even before glucose replacement. 


¢ If not treated — It might develop to Wernicke’s Korsakoff Syndrome = 
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(The above CAS triad + Amnesia + Confabulation). 


onfabulation| = the patient makes up stories to replace the forgotten details 


(he is not lying; he thinks that these stories have truly occurred). 
They may carry on a coherent conversation, but moments later, they cannot 
remember that they have a conversation. 


NOTE: Sometimes not all features are given in a stem. When you see a chronic 
alcohol consumer with Confusion (loss of concentration) + Antero- or 


Retrograde Amnesia + CONFABULATION (Making up stories), think of > 


Korsakoff Psychosis. 


> Sudden focal neurological loss due to vascular origin lasting for > 24 hrs. 
+> Sudden focal neurological loss due to vascular origin lasting for < 24 hrs. 


2ry Prevention (Long-term management) of Ischemic 
Stroke/ TIA: 


Control Blood Pressure. 


Statins (for All patients regardless of their cholesterol baseline level). 


Ani-platelets (or) Anti-coagulation: (Based on presence or absence of AF): 


¢ If there is Atrial Fibrillation) > Anticoagulants: Warfarin [or] DOAC 


(Dabigatran/ Apixaban/ Rivaroxaban/ Edoxaban). 


¢ If No Atrial Fibrillation > Antiplatelets: Clopidogrel 75 mg OD. 
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Important, in Acute presentation of stroke, we firstly need perform [CT scan 
head] to exclude hemorrhage (to confirm that it is ischemic not hemorrhagic 
stroke). 

If ischemic > give Alteplase “Thrombolytics” 

Important, after alteplase, we then give Aspirin 300 mg for the first 2 weeks, 
then we give clopidogrel 75 mg for life. 


To sum up, in “ischemic stroke” where there is no AF: 


(if presenting <4.5 hrs) — 300 mg (for 2 weeks) — 


75 mg (for life) 


Lifestyle advice > low salt, fat, alcohol, quit smoking, weight loss. 


Example (1), 


A patient had slurred speech for 5 minutes. He has hypertension and he takes 
medications for it. His ECG is normal (sinus rhythm) with HR of 80 beat per 
minutes. He is otherwise well. 


The long-term management > Statins + Clopidogrel 


¢ Statins > for all patients with Hx of stroke or TIAs. 
¢ Clopidogrel (as there is no AF). If there was AF, we would give warfarin or DOAC. 


¢ Remember, we give Aspirin 300 mg for 2 weeks followed by Clopidogrel 75 mg. 


Example ear 


An elderly female with no significant past medical history presents to the A&E with 
speech disturbance and asymmetric weakness of face and arm. These symptoms 
started 3 hours ago. CT scan of the head shows no hemorrhage. 


Vv The best next step > (Thrombolytics) 
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Vv If the question asks about the long-term drug > |Clopidogrell (Careful!) 


In ACUTE Ischemic stroke 


1) Maintain O2 sat, Temperature, Blood Glucose. 
2) Do head to confirm that it is ischemic not hemorrhagic stroke. 
3) If the patient presents within 4.5 hours of the onset of the symptoms > Give 


(preferred over streptokinase). 
4) Give Aspirin 300 mg ASAP either orally or rectally (continued for 2 weeks), 


followed by Clopidogrel 75 mg (long-term). 
If presents > 4.5 hours of onset or time is not given > 300 mg ASAP. 


Here, the CT is already done and confirmed ischemic (no hemorrhage) stroke. The 
patient presents 3 hours after the onset of the symptoms. 


In acute ischemic stroke, what if the time of the onset of symptoms is not given? 


> Start with |Aspiring 300 mg (we cannot give Alteplase if > 4.5 hours as it would 


be useless). 


Broca’s VS Wernicke's Aphasia 


¢ Broca’s area > (in inferior Frontal lobe of the dominant hemisphere- usually the left). 
¢ Wernicke’s area > (in superior Temporal lobe of dominant hemisphere- mostly left). 


¢ Broca’s aphasia > Broken speech. The problem is in speech production, 
otherwise normal. (non-fluent, slow speech, bad grammar, but they know and 
understand what they are saying “Good Comprehension”). 

¢ Wernicke’s aphasia > What? The problem is with speech 
comprehension = understanding. (Although fluent speech, they produce 
sentences that do not make sense, they do not know what they are saying). 
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1) Before pregnancy > Change SedituwnValpreate to another safer 


antiepileptic drug (such as Carbamazepine [or] Lamotrigine) 


[+] Add Folic Acid 5 mg. 


Vv Sodium Valproate has, comparatively, greater risk of teratogenicity and fetal 
malformations than Lamotrigine and Carbamazepine. 


2) If the patient is seizure-free for => 2 years > Consider stopping Anti- 
epileptic drugs. 


3) If established pregnancy > Do not change the anti-epileptic drug (even if it 
was Sodium Valproate)! 
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= 


Key | Prostate cancer 


ng> 


can metastasise to spine causi 


auda Equina Syndrome 


ic | Ferlanal/ ETO NUMDNESS lodGale Fafdestnesia} BiMavinity to iMitiate VOIGIns 
“urination” | Back pain. 


Cauda Equina Syndrome 


e Cauda equina = bundle of nerves and nerve roots at the lower end of spinal cord. 
¢ It resembles the horse’s tail, starts from (T12/L1 to Coccyx). 
¢ Compression of the cauda equina is a surgical emergency! 


¢ Features: 

¢ Sciatica (pain along the sciatic nerve course Low back, hips, buttocks, legs). 

¢ Saddle Paraesthesia (anal/ perianal/ groin numbness). 

¢ Urinary retention (inability to void). 

¢ Fecal incontinence (inability to control bowel movements, resulting in involuntary 
soiling). 

¢ The commonest cause > Central Disc Prolapse that compresses cauda equina. 

e It is a surgical emergency 


° [Urgent MRI 


¢ Sometimes the answer would be > Urgent referral to orthopaedic surgeon. 


¢ Urgent Surgical decompression] (to avoid persistent loss of sphincter and motor 


functions). 


Illustration of saddle anesthesia; 


- The S5, $4, and $3 nerves provide sensory 
innervation to the rectum, perineum, and 
inner thigh. 
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In a patient with lower back pain, the presence of (‘Saddle Paraesthesia) 


warrants urgent referral to neurosurgical/ orthopaedic team for MRI. 


Key r Features of Parkinson’s disease: ( BRRP) 
13 | V Bradykinesia (slow movements). 
V Rigidity. 
Vv Resting tremors. (present at rest) 
V Postural instability. 
+ Expressionless face. 


e Usually > 65 YO. 


# The main drugs for Parkinson’s Di 


He prin mee an Pe 


sease -In general- 


(Dopamine “D2” Agonists). 


Levodopa, Co-careldopa| and |Cabergoline 


The main drugs for controlling TREMORS and Dystonia in Parkinson’s disease 
(Parkinson’s diseases induced tremors, especially if < 55 YO) 


> Anti-cholinergics (Benzhexol, Orphenadrine). 


@ for nocturnal and early morning hypokinesia and rigidity 
> Controlled release preparations. 


Important note: 
lf a Parkinson patient on Co-careldopa (Sinemet ©) develops hallucination 


> |Reduce the dose of Co-careldopa 


Delirium Dementia 

e Acute (hours to days) Chronic (months to years) 
e Fluctuating symptoms Progressive 

over the day 


Causes Infections (e.g. UTI), elderly, e.g. Alzheimer’s disease, aging 
intoxication, dehydration, 
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Metabolic derangement, 
Drugs (e.g. Benzodiazepines) 


Reversible? Vv 
Attention, 
Orientation, Impaired Normal 


Consciousness 


Hallucinations Less common 
and illusions (* Visual Hallucinations with Lewy 


body dementia*) 


Mood changes Vv 


Example (1), 


A 63 YO 9 is brought to a hospital by her daughter who says that her mother has 
a drastic behaviour and mood changes for the last 3 days. The sick lady also 
claims that there are thieves who enter her flat at night. 


The likely Dy ic > Delirium 


ee 


¢ The key is the abrupt- acute- onset (3 days only). 
+ Hallucinations, mood and behaviour changes. 


¢ Dementia is chronic and progressive (over months and years). 


¢ Note, Schizophrenia mainly occurs in early adulthood and it is very rare to be 
seen in people > 50 YO. Furthermore, auditory hallucinations are much more 
common in Schizophrenia than visual hallucinations. Also, memory is grossly 
intact and disorientation is rare. 
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Example (2), 
A77Y0O & admitted for UTI for 12 days has developed confusion, fluctuating 
level of consciousness and disoriented to time and place. 


The likely Dx > 


e (Sudden onset — Fluctuating symptoms — Infection (UTI) in elderly). 

¢ Remember, UTI in elderly as a common cause of delirium. 

¢ Some features of delirium > Confusion, Mood changes, Disorientation, Some 
memory impairment. 


Key 
15 |A (mainly 6 months — 2 years old) fgg (+ Minor injury|— pain - fear) 
zat (for less than 1 minute) ggg Rapid Recove 


v Either > Blue breath holding spells (the young child turns Blue and stops breathing). 
vor-> (= Reflex asystolic syncope) (= White breath 


holding attacks) (The young child stops breathing and turns Pale). 


¢ Note, in Reflex anoxic seizures, a toddler is rigid and pale and may have 
upward eye deviation + Colonic (Jerky) movements. HOWEVER, there is no 
biting of tongue. 

¢ Reflex anoxic seizures do not cause Tongue Biting (an important point to 
differentiate from it from epilepsy). 


e We do not usually need to differentiate blue breath-holding spells from Reflex- 
anoxic seizures as the management is the same. 


¢ Nonetheless, in the former (blue breath-holding spells), the toddler usually 
cries vigorously and turns into blue 

whereas, in the latter (Reflex anoxic seizure), he would attempt to cry followed 
a minor injury (e.g. falling) but may not be able to cry, and he turns to pale. 
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Key 
16 


@ Management in both cases: 
V Reassurance. 


V Advice parents to place their child in the recovery position until the 
episode ends (usually less than 1 minute). 
V Check Ferritin and treat iron deficiency anemia if present. 


Some quick points on seizures’ types 


A child, ceased breathing > Reflex anoxic seizure/ blue breath holding spells. 
seizure + Fever > Febrile seizure. 

© “Partial” (Focal) > 1 muscle or 1 group of muscles. 

Partial seizure could be: 

¢ Simple > No LOC “No Loss of Consciousness” 

¢ Complex > with LOC. 

“Generalized” > whole body involved. ((Most of the time + LOC)) 

Tonic > Rigidity (Stiffness). 

Clonic > Jerky movements (Twitches). 

© Tonic clonic > Rigidity (Stiffness) followed by jerky movements (Twitches). 
Myoclonic > No rigidity, no LOC, just jerky movements for < 1 second. 
Absence > No aura, Staring. 


Example (1), 

While dancing on a stage, a known alcoholic young man suddenly collapsed and 
his body went stiff then there was twitching of his legs followed by involuntary 
voiding. After gaining consciousness, he was drowsy and confused for several 
minutes before full recovery. 


The likely Dx > Generalised Tonic Clonic Seizure. 


* Collapsed = (Loss of consciousness) + his (Body) involved > Generalised 
¢ Went stiff > Tonic. 

¢ Twitching > Clonic. 

+> Generalised Tonic Clonic. 


Example (2), 


An 8 YO boy developed a seizure firstly affecting his arm that lasted for several 
minutes. During the whole episode, he was unconscious and unable to 
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remember the events that led to his seizure. CT scan of head shows a lesion on 
the left cerebral hemisphere. 


The type of seizure > Partial Complex Seizure. 


The likely cause of seizure > Space-occupying lesion) (seen on the CT). 


v Affecting his arm (a part of the body) > Focal (Partial). 

V Loss of Consciousness > Complex. 

Vv Partial complex means there is something blocking a part of one cerebral 
hemisphere which is compatible with the CT finding > A space occupying lesion. 
Vv Space-occupying lesions (e.g. Abscess, Tumour, Hematoma) can cause 
seizures. 

Vv In Huntington’s disease > jerky, random uncontrolled movements (Chorea) 
that start to appear between the age of 35-45 YO. 

V In Epilepsy > There has to be 2 unprovoked seizures with > 24 hours apart. 


Obstructive Sleep Apnea Syndrome 


© Features: 

e Middle-aged to an elderly male. 

e 7 Daytime sleepiness (somnolence) and fatigue. 

¢ Morning headaches. 

¢ Snoring loudly at night. 

e Associated with HTN, DM, Obesity, Alcohol consumption. 


Diagnosis: 
¢ Initial > Pulse oximetry, Overnight study of breathing patterns. 


¢ Most appropriate (Gold standard) > Polysomnography. 


© Treatment: 
¢ Conservative > weight loss, stop alcohol. 
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e CPAP “Continuous Positive Airway Pressure”. 
e Rarely, surgical alleviation of an obstruction (e.g. Adenoidectomy, 
Tonsillectomy) ic needed. 


Weakness 

Fatigue vvv “Hallmark” 
Reflexes Absent or | Present 
Pain Often X 
Fasciculations X X 


Others @ Young age. ¢ Tires easily. 
@ Ascending ¢ D features 
polyneuropathy. (Drooping eyelids 
@ After trigger “ptosis”, Diplopia, 
(e.g. infection) Dysphonia, 
Dysphagia, 
Dysarthria) 


Important Note: 
Vv The mechanism of Guillain barre syndrome 


> |Autoimmune degeneration of myelin sheets of the peripheral neurons. 


v Ascending weakness (usually begins in LL) + Loss/ reduced tendon reflex + Hx 
of GIT or Respiratory infection 


> |Guillain Barre Syndrome. 


V > To confirm Dx of Myasthenia Gravis 


>| Serum skeletal muscle nicotine acetylcholine receptor antibod 


2 Facial PalsygCE 
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Loss of nasolabial 
Facial (Bell's) Palsy  |{'¢s,&ocPina 


In this picture, the affected side is the left side (left facial nerve). she is trying to smile but only 
her right facial muscles are working. Also, there is loss of forehead creases on the left side. Note, 
in addition, that her left eye is opened (inability to close it). 


¢ Bell’s palsy is not exactly the same as facial nerve paralysis. However, the same 
nerve is affected in both with similar features. You do not need to know 
differences. 


¢ Facial palsy can occur due to a viral infection (e.g. following a flu). 

e Features: 

V Weak facial muscles (e.g. weak movement of eye and lips) 

V Ptosis and dry eye. (on the affected side) 

Vv Inability to close eye (on the affected side). 

V Drooping of lower lip. (on the affected side) 

Vv On smiling, the face is drawn across to the opposite side, whereas the affected 
side will remain frozen. 

Vv Sometimes, there will be pain around the same-side ear but without rash 


(DDx from Ramsay Hunt Syndrome “Herpes Zoster Oticus” that has painful rash) 
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ia and difficulty with eating. 


Vv Important > in severe cases > Dysarth 


Dysarthria = difficult or unclear articulation of speech that is otherwise linguistically 
normal. 


Note: 


¢ Facial nerve (7*") > Innervates the voluntary muscles of face (muscles of 


expression). 


¢ Trigeminal nerve (5*")/ > Innervates the involuntary muscles of the face, 


muscles of mastication and the cornea. 


> Unilateral Anhidrosis, 
> |Compression of the Ipsilateral of Sympathetic Chain 


Trigeminal Neuralgiafleite NE 


Unilateral Electric shock-like pain/ sharp, shooting stabbing pain in one side of 
the face (unilateral) which is sudden, episodic and lasts for a few seconds to 


minutes with recurrence. It might start in the jaw angle and radiate to the 
temporal region or forehead. 
The pain is worsened on chewing, movement or touch. 


Rx > Medication is tried first, then surgery 


V Medications examples > (First line) (Important v) 


Others > lamotrigine, phenytoin, gabapentin. 
Vv Surgery > microvascular decompression. 


Note, in trigeminal neuralgia, corneal reflexes are usually intact. 
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tatus epilepticus (SE) is a single epileptic seizure lasting > 5 minutes or two 
20 | or more seizures within a five-minute period without the person returning 
to normal between them. 


First Step > 2 separate doses (10-20 minutes in between) of either: 

V WARY ey yer- Ta) “1°* line in-hospital and if there is established IV access”. [or] 
V [EIU er ce) ela) [Or] (littae-leeersse-i)) “If no IV access or in-community” 
If 2 separate doses of either (IV lorazepam) or (Rectal Diazepam) or (Buccal 
Midazolam) have been given but the seizure is still ongoing, move to step 2 


Second Step > 


Important: Phenytoin is preferred over phenobarbital. 


© Third Step > > Intubation, IV Phenobarbital. 


In a suspected stroke: 


¢ The “initial” investigation > “To exclude hemorrhage” 
¢ The “most appropriate” investigation — |MRI Brain. 
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This specifically applies for lesions of the posterior fossa (e.g. Cerebellum) where 
a patient would present with Ataxia (unsteadiness, difficulty walking) and 
slurred speech > is much better than CT. 


Pat attention to the question’s words! 
MRI = Magnetic Resonance Imaging. 


Normal Pressure Hydrocephalus (NPH) 


Vv Dementia (Behavioural, Cognitive changes, Forget) “Reversible type of dementia”. 
Vv Urinary Urgency + incontinence. 


+ [ELDERLY 


Wet, Wobbly and Wacky Grandpa 


Wet > Urinary incontinence. 

Wobbly > Gait abnormality. 

Wacky > Dementia (behavioural changes) 
Grandpa > Old man. 


Dx > 
V Clinical triad + CT/ MRI brain > Enlarged lateral and third ventricles. 
Vv Lumber infusion test (intrathecal infusion test): A New NICE option. 


Rx > 
CSF Shunt (e.g. Ventriculoperitoneal, Ventriculopleural or Ventriculoatrial shunt) 
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Epilepsy Non-Epileptic Attack 
Disorder (NEAD) 


(ly $a 0 | gn =, Oj oy ST oT eS le eee 


SENnetiCc FaClOrs MA OF CMhiIG dDUse (either 
sexual or physical) 


Duration of the episode Less than 2 minutes More than 2 minutes 
Pelvic Movement X Vv 
Asynchronous X Vv 
movements 

Eye Open Closed 

If eye closed Easy to open manually Difficult to open manually 
Drooling of saliva Vv X 

Tongue biting Vv X 
Self-injury during attack Vv X 

Urine incontinence Vv X 
Post-ictal confusion Vv X 
Post-ictal EEG Slow Normal 


IMPORTANT: To diagnose or if of the Diagnosis 
2 (Video Electroencephalogram) 


Note, can also be beneficial to rule out epilepsy (e.g. in a patient with 


conversion disorder who has attacks of inability to talk but he does not lose 
consciousness) 


Key | ¢ Parkinson’s tremors > present at rest. (+ others, e.g. bradykinesia, rigidity) 
e Essential tremors > absent at rest, do not resolve with distraction. 


¢ Psychogenic tremors > absent at rest, resolves with distraction. 

¢ cerebellar tremors > intentional tremors (e.g. when trying to voluntarily catch 
something or touch his nose) + other cerebellar features (e.g. nystagmus, ataxia, 
dysarthria). 


Copyrights @ PlablKeys.com 


Think of it as > essential (do not resolve even with distraction) as it is essential! 


Key | A patient with liver carcinoma (Or Breast Cancer) that metastasised to Brain 
26 | presents with generalised muscle weakness, Nausea, Vomiting, Polyuria and 
Polydipsia. 


The likely site of the brain lesion “Metastasis” > |Diencephalon 


As there is polyuria + Polydipsia with Hx of brain lesion > think of Cranial 
(central) Diabetes Insipidus (Dl). 


¢ DI > Dlencephalon. 
@ SIADH > Cerebrum/ Cerebellum. 


* Diencephalon — (Thalamus, hypothalamus, epithalamus, subthalamus 
and Posterior pituitary). 
¢ Cranial diabetes insipidus is a condition in which the hypothalamus| does not 


produce enough anti-diuretic hormone (ADH). 


¢ Nephrogenic diabetes insipidus is a condition in which the kidneys fail to respond 
to anti-diuretic hormone. 
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The diencephalon lies between 
the brain stem and the cerebrum. 
It consists of thalamus, 
hypothalamus, pineal gland, 

and pituitary gland. 


Posterior pituitary 


Ke 


4 Comparison of Bulbar and Pseudobulbar pals 


27 


Bulbar Palsy Pseudobulbar Palsy 


Disturbance to X, XI, XIl, sometimes 
VIL, rather than the corticobulbar 
racts (LMN) 


lower motor neurone signs present |lower motor neurone signs absent 
gag reflex (-) gag reflex (+/n) 


Degeneration of corticobulbar pathways to 
V, VIL, X, Xl, XII (UMN) 


+ = increased; - = reduced; n = normal 


~> An area of the brain composed of the cerebellum, medulla and pons. 


(Basically, the bulbar region is made up of the brain stem minus the midbrain and plus 
the cerebellum). The bulbar region is responsible for many involuntary functions that 
keep us alive. 


Example, 


A 66 YO 2 presents with difficulty in swallowing, aspiration pneumonia, bovine 
cough, wasted tongue that sits in the mouth and with fasciculations, difficult to 
articulate certain words, nasal regurgitation of food. 


The likely cause of her dysphagia > Bulbar Palsy. 
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¢ Note, the phrase "bovine cough" is used to describe the non- explosive cough of 
someone unable to close their glottis. It is seen in vagus nerve lesions, and may be 
associated with dysphonia. 


¢ Wasted tongue with fasciculations 
¢ Bovine cough (in ability to close epiglottis) 
These are seen in Bulbar palsy (not pseudobulbar palsy). 


Key | @ Multiple Cranial nerve affection (e.g. Facial numbness “Trigeminal nerve” + 
28 | Diplopia and Ptosis “Oculomotor nerve”) 


> Brainstem lesion 


Oculomotor (3'¢ CN) > Midbrain 

Trigeminal (5° CN) > Pons 

© Ipsilateral oculomotor nerve palsy (e.g. left eye ptosis, left mydriasis -dilated pupil-, 
left eye is deviated outwards and downwards) 

[+] Contralateral hemiparesis (e.g. right arm + right Leg) 


> |Weber’s Syndrome (MIDBRAIN infarct) (PCA block: Posterior Cerebral Artery) 


Ipsilateral Horner’s syndrome + Loss of Pain and Temperature sensation in Face 
[+] Contralateral loss of Pain and Temperature sensation in Limbs. 


> |Wallenberg’s Syndrome = ‘Syndrome (PICA Block: Posterior 


Inferior Cerebellar Artery). 


Example 1, 
A 66 YO 9° with uncontrolled HTN presents with dysphagia, ataxia. She also reports a 
loss of sensation on the right side of her face and a loss of sensation on her left leg. 


The likely affected area > |Lateral Medulla). 


¢ Loss of sensation on right side of face. (Ipsilateral Loss of sensation in the face). 
¢ Loss of sensation on Left leg. (Contralateral Loss of sensation in trunks and limbs). 
> Lateral Medullary Syndrome. 


Copyrights @ PlabiKeys.com 


Key 
30 


Example a 


A 63 YO 2 with uncontrolled HTN presents with right hemiparesis. Her left pupil is 
dilated. Her left eye shows ptosis and is deviated outwards and downwards. 


The likely affected area > Midbraini. 


¢ Ipsilateral oculomotor nerve palsy. 
¢ [+] Contralateral hemiparesis. 
> Weber’s syndrome “Midbrain infarct”. 


Cranial Nerves Nucleus: 
v 1,2 > Cerebral Cortex 

v 3,4 > Midbrain 

v5,6,7,8—> Pons 

v9, 10, 11, 12 > Medulla 


2-2-4-4 


Key 


Horner's syndromeiey Miosis, Anhidrosis. 


¢ Horner's syndrome is a rare condition characterized by miosis (constriction of 
the pupil), ptosis (drooping of the upper eyelid), and anhidrosis (absence of 
sweating of the face. 

¢ Itis caused by damage to the sympathetic nerves of the face. The underlying 


causes of Horner's syndrome vary greatly and may include a tumor, stroke, 
injury, or underlying disease affecting the areas surrounding the sympathetic 
nerves. 


® Symptoms of (Cerebellar Lesion) e.g. ataxia -unsteadiness-, nystagmus, slurred 
speech 

[+] Cranial Nerves Symptoms (e.g. Vertigo: 8° CN Vestibulocochlear nerve | 
Diplopia: 3 CN Oculomotor nerve) 
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> Brain Stem lesion 


# Logically, it cannot be a lesion of cerebellum only. 

¢ Cerebellar lesion does not cause CN symptoms. However, Cranial nerves 
problem can cause similar features to cerebellar lesion’s features + Other CN 
features. 


¢ Cerebellar lesion > Ataxia [Intentional Tremors J Dysarthria [J Nystagmus 
No vertigo, ptosis, diplopia, facial numbness (these are Cranial Nerve symptoms) 
¢ Important, some may pick cerebellopontine angle tumor thinking it is 
Schwannoma (Acoustic Neuroma). Remember: 

DVT (Deafness, Vertigo, Tinnitus) + CN Palsy > Acoustic Neuroma. 

(There should be hearing loss, tinnitus) 


Key | Alcohol: 


33 


UK guidelines recommend that a person should drink 
- No more than 14 units a week, 
- No more than 3 units a day, 


- with at least 2 alcohol-free days a week. 


A patient is admitted for hemoptysis. After 24 hours while in hospital, he 
develops sweating, tremors, alternating levels of consciousness, temp of 37.3. 


He has been drinking alcohol every day for the last year. 


¢ The likely Dx > Acute Alcohol Withdrawal 
¢ The most appropriate Rx > |Chlordiazepoxide.. 
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¢ What is next to be added to chlordiazepoxide? > |Thiamine -Vit. B1 
“To prevent Wernicke’s encephalopathy’ . 


* Sometimes the answer would be the drug family > Benzodiazepines. 


¢ Sometimes the answer, if there are withdrawal is > IV Lorazepam 
Or “\f IV Lorazepam is not in the options) 


@ Remember, if an alcoholic patient presents with CAS (Confusion, Ataxia, 
Squint: Ophlamoplegia, Nystagmus) > Give Vitamin B1 (IV Thiamine) as this is 
likely Wernicke’s encephalopathy. 


Management of Acute Alcohol Withdrawal: (Important \) 
¢ 

Vv First line > Chlordiazepoxide. 

v First line if there is withdrawal Seizure > Lorazepam (Or Diazepam “If IV 
Lorazepam is not in the options) 


¢ Vitamin B1 (Thiamine) = (IV Pabrinex)|): To prevent Wernicke’s encephalopathy. 


Other drugs related to Alcohol Intake: 


+ Disulfiram: Promotes Abstinence. (Serves as a deterrent when he takes alcohol). 


% [Acamprosate: Reduces Craving. 


Note that if withdrawal symptoms continue, it can advance to Delirium Tremens 
(Hallucinations that are indistinguishable from reality and associated with severe 
confusion, tremors and disorientation) 
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In summary: (Commonly asked) 


Wi Acute alcohol withdrawal (12-24 hours after stopping alcohol: sweating, tremors, 


altered mentation, + Hallucination > (Chlordiazepoxide “First” + Thiamine (Vit. B1) 
If with “seizure” > |IV Lorazepam. Or “If IV Lorazepam is not in the options) 


Wi Wernicke’s encephalopathy (CAS: Confusion, Ataxia, Squint: ophthalmoplegia, 
Nystagmus, diplopia), may present 12-24 hours after stopping alcohol as well. 


> |IV Vitamin B (Thiamine) (IV Pabrinex) or (High potency Vitamin B Complex). 
Wi An alcoholic wants a medication to serve as a Deterrent when he takes alcohol 


“Abstinence” > Disulfiram. 
Wi An alcoholic wants a medication to reduce his Craving for alcohol > ACamprosate.. 


Again, to simplify: 
Muscle weakness [+] Loss/ Reduced reflexes [+] Hx of GIT or Respiratory 


infection > Guillain Barre Syndrome. 


Fatigue, Fatigggue, Fatiggggue + Muscle weakness + Normal Reflexes + “D 
features: Diplopia, Drooping eyelid, Dysphonia, Dysphagia) > 


=“ 


Weakness + (INCREASED) reflexes + Fasciculations > [Motor Neuron Disease 


(MND). 


Fatigue, Fatigue, Fatigue + Muscle Weakness + Normal reflexes + D features 
(Drooping eyelids “ptosis”, Diplopia, Dysphonia, Dysphagia, Dysarthria) 


> [Myasthenia Gravi 


Painless muscle weakness that worsens with exercise, Tires easily Speech 
fades, Difficulty climbing stairs and reaching for items on shelves, Difficulty 
chewing and swallowing, Diplopia, Normal reflexes + FHx of an autoimmune 
disease (e.g. hypothyroidism) 
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Myasthenia Gravi 


> To confirm Dx >| Serum skeletal muscle nicotine acetylcholine receptor antibod 


# Emphasis of Fatiguability (Tires easily) 

¢ All muscles are weak leading to diplopia, dysphagia, dysarthria, dysphonia, 
drooping eyelid 

# Normal finding on examination (normal intact reflexes). 

¢ Association with another autoimmune disease (e.g. thyroid disease). 


A vasovagal syncope > sudden hypotension, is usually due to Overwarm 
environment, Excitement, Pain, Fear, Prolonged standing period, or after visual stimuli 
e.g. seeing blood. The patients usually feel dizzy and “tunnel vision” before the attack 
but not always. 


¢ Brief LOC “Loss of conscious” with rapid recovery. 


¢# Hint > YOUNG FEMALE, No chest pain, No palpitation, Normal ECG 


Polycystic Kidney Disease > Berry Aneurysm > Subarachnoid Hemorrhage 
oF 


Key | NAD > Nystagmus, Ataxia, Dysarthria > |Cerebellar lesion 


38 
Some chemotherapy drugs (e.g. Vincristine) can cause 
—> Chemotherapy-induced peripheral neuropathy. 


This present as peripheral paraesthesia (Tingling/ Numbness/ Burning sensation 
of fingertips and toes, hands and feet) in a glove-and-stocking distribution. 


Sometimes: Sharp, Shooting, Electric-shock-like pain. 


[OA walk to Remembers 
After chemotherapy, any of the following may occur: 
6) > [UK Pc: 7 Urate (Uric Acid), T K*, 4 Phosphate, ) Ca**] 
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6) Febrile Neutropeniaj (Fever, very low Neutrophils) > immediate IV Abx. 
(\ |Chemotherapy-induced peripheral neuropathy] > (peripheral paraesthesia - 


glove-and-stocking distribution-, sharp shooting pain) 


Additional info, some of the S/E of Vincristine (Chemotherapy): 
¢ Chemotherapy-induced peripheral neuropathy (due to neurotoxicity). 
¢ SIADH > dilutional Hyponatremia. 


Key | If a patient presents with features of stroke of cerebellum and/or brainstem (e.g. 
40 | nystagmus, ataxia, vertigo -Dizziness-, right hemianopia, dysdiadochokinesia), 
the site of the stroke is in 


> the Posterior Circulation 


¢ Dysdiadochokinesia (DDK) > impaired ability to perform rapid, alternating 
movements. Complete inability is called Adiadochokinesia. 


¢ Dysdiadochokinesia is a feature of \cerebellar ataxia 


Cavernous Sinus Thrombosis 
41 
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Cavernous Sinus Thrombosis 


CN VI (Lateral gaze ) palsy t 


64 CN palsy (Abducens nerve) 
> Diplopia on lateral gaze 


| ¢ Chemosis, Proptosis ¢ Fever, Chills, Rigors 
¢ Diplopia on lateral gaze ¢ Severe Headache 
| ¢ Pain over medial canthus ¢ £ Hx of sinusitis 


i 


Key | A 40 YO chronic alcoholic with established liver disease is brought to hospital 
42 | after a heavy drinking episode. He is unable to walk straight, complaining of 
double vision, and is shouting obscenities and expletives (saying bad words). 


The likely Dx > Wernicke’s encephalopathy. 
Remember, CAS (in chronic alcoholic or persistent vomiting e.g. in pregnancy) 


¢ Confusion (saying bad words = not fully conscious) 
e Ataxia (unable to walk straight) 


¢ Squint (Diplopia, Ophthalmoplegia) 


The Rx > IV thiamine (Vitamin B1) 


Frontotemporal Dementia (Pick’ Disease) 


© If you see some of the following features, think of Pick’s disease (FTD): 
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@ Making sexual or inappropriate comments (Disinhibition). (Vv) > Frontal lobe. 
Struggling with word choices. (Vv) > Temporal lobe. 

¢ Loss of social interest (disengagement). (Vv) 

Acting inappropriately or impulsively. (v) 

¢@ Personality and behaviour changes. (Vv) 

@ Neglecting personal hygiene. “Not grooming themselves” (v) 
@ Over-eating. 

@ Insisting on ingesting sweet things. 

@ Appearing selfish or unsympathetic. 

# Neglecting personal hygiene. 

¢ Loss of motivation. 


Loss of inhibition (Disinhibition) is characteristic for Frontotemporal dementia. 
> Socially or contextually inappropriate nonaggressive verbal, 
physical, and sexual acts that reflect a lessening or loss of inhibitions and/or 
inability to appreciate social or cultural behavioural norms. 

inappropriate/ sexual comments, Urinating on the sofa 


¢ Focal gyral atrophy with a knife-blade appearance is characteristic of Pick's disease. 
@ Macroscopic changes > Atrophy of the frontal and temporal lobes. 


Example, 

A 77 YO 6 was brought to a memory clinic. He was noted to be disengaged, 
expressing boredom and making inappropriate comments to the doctor of a 
sexual nature. 


> Frontotemporal Dementia (Pick’s disease) 
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OLD man + GDU (Gait abnormality/ Dementia -behaviour changes-/ Urine 
incontinence) = Wet, Wobbly, Wacky Grandpa 


> NPH (\Normal Pressure Hydrocephalus). 


Contralateral Paralysis and Sensory Loss (Face and Arm) 
+ Ipsilateral Gaze Preference 
+> Middle Cerebral Artery (MCA) > supplies the lateral part of the hemisphere. 


Other features > Aphasia, Homonymous hemianopsia, 


Example (1), 


An elderly @ with Hx of MI presents with left arm paralysis, sensory loss on the 
left side of the face, right-sided gaze preference and homonymous hemianopsia. 


The likely affected artery > Right Middle Cerebral Artery. 


¢ Anterior cerebral a. > Frontal and medial cerebrum. 
¢ Middle cerebral a. > Lateral part of the hemisphere. 
¢ Posterior cerebral a. > Occipital lobe. 

¢ Basilar a. > Cerebellum, Brainstem, Occipital lobe. 


Example (2), 


A 73 YO @ is brought from the nursing home as she complains of sudden onset 
of right hemiplegia, homonymous hemianopia and dysphasia. O/E, brisk reflexes 
and clonus are noted. 


The likely affected vessel > ‘Left Middle Cerebral Artery 


Alzheimer's disease 


Alzheimer's disease (AD) is a progressive Neurodegenerative disease of the brain 
accounting for the majority of dementia seen in the UK and in the world. 
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4 wm 4 , 
Loss of Language Difficulty in doing Disorientation Loss of reasoning 
memory problems simple tasks in time and space capacity 
? 1 1 
© 
| | 
Difficulty in having Loss Mood Behavioural Loss of 
elaborate thoughts of objects changes changes initiative 


Source: fpmaragall.org 


¢ Elderly (> 65 YO). 


+ > Recent memory loss then distant but immediate recall is usually intact | 
Difficulty finding words. 


+ +> Confusion [Inability to do simple or usual tasks (e.g. 


cooking) j Inability to make decisions [ Progressive language deficits. 
+ + Disorientation (e.g. easily getting lost) [J Behavioural changes [J Death 


¢ MRI Brain 

¢ HMPAO, SPECT “Single photon emission CT” 

> (to differentiate Alzheimer’s from Pick’s disease - Frontotemporal dementia-) 

¢ MMSE “Mini Mental State Exam” > To assess the severity of cognitive impairment. 
MMSE full score is 30: 

25-30 > Normal 21-24 Mild 10-20 > moderate IJ< 10 > Severe 


Note, normal MMSE does not exclude the Dx of Alzheimer’s. 


* Acetylcholinesterase Inhibitors: 
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V Rivastigmine > First line (mild to moderate cases). 


Vv Others: Donepezil, Galantamine. 


# Memantine > Second line (or in severe cases). 


Example, 

A65 YO 9 has become increasingly distressed and cries all the time. She has 
been forgetting to lock her doors and to turn off the stove. She, for the first time, 
has forgotten her son’s birthday this year. She easily gets lost when she goes out. 
Sometimes, she puts her keys in the washing machine. She has become unable 


to use her microwave to cook Ttood anymore. Her recent memory Is impaired; 
however, her immediate recall is intact. She scored 26/30 on the MMSE. 


The likely Dx > [Alzheimer’s disease. 


Forgetful elderly (forget to look doors, forget birthdays, forget names of 
people and places), easily getting lost (Disorientation), unable to do simple tasks 
(e.g. cooking) 


> \Alzheimer’s disease 


In Mechanical lower back pain (e.g. occurs after lifting heavy objects, 
intense work, the best advice is 


> Continue “or increase” mobilisation + Take regular analgesia 


Bed rest is not advised/ analgesia alone is not sufficient. 


Acute onset back pain elicited after repeated contraction and is relieved with 
movement and changing position 


> |Myofascial pain syndrome 
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e.g. A55 YO 9 present with an acute onset back pain following a long rough car 
journey. On bending forward, the pain is relieved. 


Parkinsonism (Parkinson disease features: Bradykinesia “slow 
movements” + Resting tremors + Rigidity + Postural instability “Ataxia”) 


> Parkinson’s Disease. 


Parkinsonism [+] Urinary incontinence, Erectile Dysfunction [+] Postural 
Hypotension “Frequent falls” 


> Shy-Drager Syndrome. 
“He is Shy as he wets his pants, has erectile dysfunction and 


Drags his feet because of his ataxia”. 


Parkinsonism [+] Dementia (Cognitive impairment) [+] Visual 
Hallucinations + Delusions 


> |Lewy Body Demential. 


ewy boay Vementia 


¢ Dementia (the usual presenting feature) with memory loss and | problem 
solving ability. 

¢ Fluctuating levels of awareness and attention. 

¢ Mild Parkinsonism (e.g. Rigidity, Tremors, Ataxia, Falls) 

¢ Visual Hallucination (e.g. humans, animals) and illusions. (Important v). 


@ Parkinson’s features + Visual hallucinations + Dementia 
> Lewy Body Dementia. 


4 Parkinson’s features + Urinary incontinence + Postural hypotension 
Copyrights @ PlablKeys.com 


> Shy-Drager Syndrome. 


4 Old man + Gait abnormality + Dementia + Urinary incontinence 
—> Normal Pressure Hydrocephalus. 


4 Old + Making sexual or inappropriate comments (Disinhibition) + Loss of social 
interest (disengagement) + Acting inappropriately or impulsively + Personality 
and behaviour changes + Over-eating 

> Frontotemporal dementia (Pick’s disease). 


A 50 YO @ known to have motor neuron disease (MND) with progressive 
difficulty in swallowing, drooling of saliva, inability to eat properly and 
sometimes chocks when eating. 


The best method for nutrition in this patient 
> Percutaneous endoscopic gastrostomy (PEG). 


Vv Note that motor neuron disease is a CHRONIC degenerative condition; thus, he 
requires a LONG-TERM feeding solution. 


Long-Term feeding > PEG “Percutaneous Endoscopic Gastrostomy feeding tube”. 
Short-Term feeding > NGT “Nasogastric Tube” e.g. in stroke. 
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Position of a percutaneous endoscopic gastrostomy|feeding tube 


Key | Do you remember Myasthenia gravis? Fatigue, weakness, NORMAL reflexes, D 
50 | features (Diplopia, Dysphagia, Drooling eyelid)? 


If a presentation similar to Myasthenia Gravis but with (4) reflexes (+ve for 
upper neuron signs) + normal autoimmune panel 


> [Amyotrophic lateral Sclerosis). (ALS) 


The autoimmune panel is (Positive) in Myasthenia Gravis. 
The Deep tendon reflexes are Normal in Myasthenia gravis. 


Example, 

A 56 YO 6 presents with a bilateral progressive weakness of his arms (unable to 
lift heavy objects above his head. SOB while going up the stairs. Hoarseness. 
Difficulty swallowing liquids. Atrophy and weakness of the muscles of trunk, 
back, neck and tongue. Deep tendon reflexes are +ve for Upper motor signs. 
Autoimmune panel is normal. 


> Amyotrophic lateral Sclerosis. (ALS) 
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| Quick Comparison | 


¢ Amyotrophic lateral sclerosis (ALS) “Motor Neuron Disease” > Motor 
weakness (progressive with dysphagia and complete paralysis later) + Normal 
autoimmune panel + Deep reflexes are (4S) positive for upper neuron disease. 


¢ Myasthenia Gravis > Similar to (ALS) but with Positive autoimmune panel + 
Normal deep reflexes. (usually eyes are affected; Diplopia, Drooping eyelids) 


¢ Lambert-Eaton Syndrome (Associated with tumours e.g. Lung cancer) 

The same presentation as Myasthenia gravis but with the following differences: 
Vv The reflexes are absent and elicited after exercise. 

Vv 4 Strength/ power of the weakened muscles after repeated test. 


¢ Multiple Sclerosis > Disseminated in time and place (Recurrent attacks but at 
different locations) + Associated with OPTIC NEURITIS. 


¢ Guillain Barre > Hx of GI or Resp. infection + Weakness + J reflexes. 
(Motor “ascending pattern weakness”, Sensory and reflexes are all affected) 


¢ Syringomyelia > Motor, sensory, reflexes are all affected but with typical LOSS 
OF PAIN AND TEMPERATURE (due to affection of Spinothalamic Tract) (e.g. one 
may burn his fingers without realising as he lacks Pain and Temp sensation). 


e Syringobulbia > the same as Syringomyelia but [+] CN involvement (e.g. Facial 
Palsy]. This is because the Syrinx “the fluid-filled tubular cyst” extends superiorly 
to involve the brainstem. 


After a car accident, a young man has become paraplegic. He was agitated and 
would cry every day during the first 2 weeks after the accident while in hospital. 


He was unable to remember that accident at all and refused to talk about it. 
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The likely Dx > |Organic brain damage. 


V In Organic Brain Damage > MAC > Memory loss + Agitation + Confusion 


V This is not a case of Post-traumatic stress disorder (PTSD). In (PTSD), it is quite 
the opposite. The patient would remember the accident with flashbacks and 
nightmares. Here, he cannot recall the whole accident at all. 


V This is not a case of severe depression. It is normal to have sadness after an 
accident. However, in SEVERE depression, the symptoms would interfere with 
function. If the severity of sadness persisted + low mood + a degree of functional 


impairment ana disability > It would then be severe headache. 


An elderly with Parkinson’s disease has developed an episode of acute psychosis 
and become aggressive. He punches everyone approaching him in the face. 


The most appropriate immediate Rx > (for rapid tranquilization) 


¢ Lorazepam is a rapid acting benzodiazepine. (Could be given IM here). 
¢ Haloperidol (Typical Anti-psychotic) is contraindicated in elderly with 

psychosis/ dementia especially in Parkinson’s disease patients. 

¢ Olanzapine and Risperidone (Atypical Antipsychotics) can exacerbate 
Parkinson’s disease. 


Note, if the aggressive/ distressed patient has no Dementia, Alzheimer’s, or 
Parkinson’s > we could consider Haloperidol or Olanzapine as a short-term 
therapy if non-pharmacological (de-escalation) techniques have failed. 


Key | Remember, in Korsakoff encephalopathy, the vitamin that is present in (OV 
53 | Pabrinex) that is helpful in this disease is > 
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Remember, in any stroke, we need to perform UURGERNT CT SCAN OF HEAD 


before giving any medication (aspirin, alteplase) to R/O Hemorrhagic stroke. 


If you give aspirin and there was intracranial bleeding, this bleeding will 
exacerbate and death may occur soon. 


Visual hallucination + Fluctuating level of consciousness + Dementia (cognitive 
impairment) + Parkinsonism (Ataxia, Festinating gait, tremors) 


> |Lewy body dementia). 


Restless leg syndrome (Willis-Ekbom Syndrome) 


Vv Funny sensation (as insects crawl over legs) - aching, tingling, sometimes pain 
over legs especially at night [+] 
v Urgency to move the legs (moving legs relieves the symptoms) 


> Restless leg syndrome 


> Check iron (ferritin) 
¢ If low > Give iron supplem 


ra) se ee eS a = in | ®& wet... = 


VI TCritiil tS MOMMal “7 GIVE MOPGTINe dgOnmist 


e Note, Restless Leg Syndrome does not usually require treatment. Advice to 
avoid alcohol, smoking, caffeine, sleep well, exercise is usually enough. 


* Dopamine Agonists examples — Ropinirole, Pramipexole, Rotigotine. 
¢ Drugs other than Dopamine agonist that could be used in restless leg 


syndrome — Gabapentin, Pregabalin (Lyrica®). 


Motor, sensory, reflexes are all affected but with typical LOSS OF PAIN AND 
TEMPERATURE (due to affection of Spinothalamic Tract) (e.g. one may burn his 
fingers without realising as he lacks Pain and Temp sensation). 
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the same as Syringomyelia but [+] CN involvement (e.g. Facial Palsy]. 


> Syringobulbia. 


¢ Other possible features in both cases: 
In the upper limbs > Absent reflexes. J In the lower limbs — Hyperreflexia and 7 
Tone. 


Jin Syringomyelia; 

> A Syrinx (a fluid-filled sac) developed within the spinal cord > Compresses 
“Spinothalamic tract; thus, leading to loss of temperature and pain sensation 

+ The cyst keeps expanding > Compresses other tracts (e.g. Lateral corticospinal 
tracts, dorsal columns) leading to more features such as muscle wasting, weakness, 
absent reflexes...etc. 

> When this syrinx extends to the brainstem > features of CN “Cranial Nerves” 
damage develop such as facial paralysis. The condition is then named 


DEMENTIA DEPRESSIVE 
PSEUDODEMENTIA 


Progressive onset Rapid onset 


Long term symptomatology Short term symptomatology 


Mood variations Consistently depressed mood 


+ 
Pa an OR acon Ball ees Oe. ee ed de ee a Gti aint on temcntshs 100 O86 atin SA 
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the questions know”, negativism 
Patient is concealing amnesia | Highlighting amnesia 
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Fluctuating cognitive 
impairment 


Constant cognitive decline 


Not all forgetful patients have true dementia (e.g. Alzheimer’s disease). 
Sometimes, especially after being depressed or after a major life event, a false 
dementia can develop. It is called (Pseudodementia) or (depressive dementia). 


Suspect Pseudodementia in an elderly who has been depressed e.g. due toa 
major life event + they are aware of their symptoms e.g. memory loss. 


In True dementia, patients do not have insight to their illness; they are usually 
brought to the hospital by others. 


On the other hand, in pseudodementia, the patients themselves notice their 
symptoms (e.g. memory loss, social withdrawal, not careful, impaired 
concentration) and usually present to the hospital on their own. 


A final difference, Alzheimer’s (True dementia) is a chronic slowly progressive 
disease while Pseudodementia has a relatively abrupt onset. 
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Example (1), 


A70 YO @ present to the hospital complaining of forgetfulness for 3 months. Her 
husband died 4 months ago. For the last 3 months, she has been forgetful, more 
socially withdrawn. She is late in paying her bills. She contacts her children less 
frequently than usual. She had Depression 20 years ago. 


The likely Dx > (Depressive Dementia). 


v She presents to the hospital on her own (has insight to her symptoms). 
v Relatively abrupt onset. 
v The symptoms begin after a major life event (the death of her husband). 


Important, although this may seem as normal grief response (< 6 months after a 
major life event), the features are more towards pseudodementia. 


Have a look on the features of Normal Grief Response 


Normal Grief Response 


Stage -1: Denial 
Hours to days | Disbelief 
Numbness 


Sadness, weeping, waves of grief. 
Somatic symptoms of anxiety 
Poor sleep, Guilt, Blame of others, 
Illusions, hallucinations 


Preoccupation with memories of the 
deceased 
Social withdrawal 


Symptoms resolve 
Social activities resumed 
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| Grief | Denial & Isolation > Anger > Depression > Bargaining > Acceptance 


Example (2), 


A70 YO ° was found by the police wandering the streets in the middle of the 
night and brought to the ED. His neighbour told the doctors that he has been 
living alone after his wife died 1 year ago. They also said that he has increased 
forgetfulness, getting lost easily when outside home, talking to himself in the 
past nine months 


The likely Dx > 


Not Pseudodementia! 
- Brought to the hospital by others (does not have insight to his illness). 
- The onset is chronic (9 months-1 year). 


e Seizure lasting > 5 minutes > Status epilepticus. 


¢ Management in community > Buccal midazolam or Rectal diazepam 


¢ Management in hospital or if there is lV access > |lV Lorazepam 


e Any of which is repeated twice before giving the second step drug which is 


> lV Phenytoin. 


¢ If still ongoing, the third step would be > refer to ICU. 


Key | OLD man + GDU (Gait abnormality/ Dementia -behaviour changes-/ Urine 
60 | urgency + incontinence) = Wet, Wobbly, Wacky Grandpa. (if CT is done, it would 


show enlarge venti) ventricles) 


> NPH (Normal Pressure Normal Pressure Hydrocephalus ). 
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OLD + GDU (Gait abnormality/ Dementia -behaviour changes-/ Urine urgency + 
incontinence) = Wet, Wobbly, Wacky Grandpa. But, with Hx of HTN, Smoking, 
TIAs, MRI shows multiple lacunar old infarcts 


+ (vascular Dementia). 


¢ Disinhibition (Inappropriate actions and sayings e.g. inappropriate sexual 
comments/ urinating on sofa) > Frontal Lobe 
¢ Struggling with word choices > Temporal Lobe 


> |Frontotemporal dementia (Pick’s Disease)| (Even if there is Hx of HTN and smoking. 


In Vascular dementia, there would usually be Hx of cardiac or vascular events e.g. 
TIAs) 


lf a patient with delirium has become aggressive/ agitated/ distressed and he 
has no Dementia, Alzheimer’s, or Parkinson’s > we could consider |Haloperidol 


or as a short-term therapy if non-pharmacological (de-escalation) 
techniques have failed. 


CT scan showing a lesion in a cerebral hemisphere in a patient who has seizure. 


The cause of seizure is > Space-occupying lesion (That is seen on the CT) 


e Space-occupying lesions (e.g. Abscess, Tumour, Hematoma) can cause 
seizures. 


V In Huntington’s disease > jerky, random uncontrolled movements (Chorea) 
that start to appear between the age of 35-45 YO. 


V In Epilepsy > There has to be 2 unprovoked seizures with > 24 hours apart. 


Inattention or neglect in one side + Seizure + Neurological deficit (e.g. 
hyperreflexia of a limb/ weakness of a limb > Think of Space-occupying lesion 


such as |cerebral tumor or cerebral abscess| (if there is fever, headache, source of 


infection) 
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Key | Remember, | 


O05 


¢ Lucid intervals 
> Epidural (Extradural) hemorrhage 
+> Middle Meningeal Artery. 


¢ Hx of fall, elderly, progressive symptoms + Hx of Alcoholism/ Anticoagulation 
> Chronic Subdural Hematoma 
> Bridging (cerebral veins). 


A 35 YO @ present with headaches on the back of the head, and pain on flexing 
her neck for several days. The pain is aggravated by moving the neck. O/E, there 
is a limited neck movement. 


The likely Dx > |Cervical Spondylosis. 


¢ It cannot be meningitis (no fever, photophobia, vomiting, not acute...etc). 
¢ It cannot be subarachnoid or subdural hemorrhage > intact level of 
consciousness and mentation, not acute nor progressive. 

¢ Cervical Spondylosis = limited and painful neck movement + occipital 
headaches. (Related to Activity). It can develop later into radiculopathies. 


erebral Abscess VS Cerebral Tumor VS Viral Encephalitis 
erebral Abscess) = Features of meningitis (Mainly Severe Persistent Headache) 


with fever 

+ Obvious nearby source of infection (e.g. ear pain with discharge) 

+ Neurological deficit such as limb weakness (as it is a space-occupying lesion) 
CT scan > Ring-enhancing lesion 


Example (1), 
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Key 
66 


A 44 YO 9 presents with headache, neck stiffness and vomiting. The headache is 
severe and persistent and on the left side. She also has left ear pain with 


discharge and weakness of right hand and leg. Her temperature is 38.6 C. 


The likely Dx > (Cerebral Abscess 


Example (2), 


A 66 YO man has just had a seizure and he is now conscious and oriented. O/E, 
inattention on the left side is noticed with hyperreflexia of the arm. 


ee |S ee ee 


The likely Dx - (Cerebral [tumour (space-occupying lesion) 


¢ Inattention or neglect in one side + Seizure + Neurological deficit (e.g. 
hyperreflexia of a limb/ weakness of a limb > Think of Space-occupying lesion 


such as |cerebral tumor or cerebral abscess| (if there is fever, headache, source of 


infection) 


¢ Inattention or neglect is a feature of parietal lobe lesion. 


Example (3), 


31 YO presents with headache and photophobia that are gradually getting worse 
over the past week. Temperature is 38.2. There is No Neck stiffness. Negative 
Kernig’s sign. LP is done and no organism was found on CSF culture. CT head is 
unremarkable. 


The likely Dx > Viral Encephalitis. (A Diagnosis of Exclusion). 


¢ Neck stiffness, Kernig’s and Brudzinski Signs are commonly seen in bacterial 
meningitis. (they are present here, so not bacterial meningitis). 
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¢ If cerebral abscess, the stem would have mentioned a nearby source of 
infection. Furthermore, the CT here is unremarkable while in Cerebral Abscess it 
would show ring-enhancing lesion. 


4 If TB meningitis: Mycobacterium Tuberculosis would have appeared on 
culture (a bit easily detected). Also, Acid fast bacilli sometimes show on CSF 
smear. 


A child + Stares blankly into space (daydreaming) + After resuming their activities, 
they are tired and not doing well + upturning of eyes/ eyelids fluttering. 


> Absence seizure 


Rx might be required if they are recurring a lot 
> Sodium Valproate. 


¢ in intracranial tumour 


—~% FPte can Bee Eee eee 62. a2. 88..9 am alwuwltuals dha maaaa amal aalamaa ama 
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therefore alleviate the headache and the other symptoms. 


¢ Note, if GCS is < 8, we give “Mannitol” as it has a very rapid action. Otherwise, 
we start with corticosteroids (high dose dexamethasone is preferred). 


¢ In Intracranial Hemorrhage with Very Low GCS and Neurological deficit (e.g. 
Unequal Pupils) 


> |Urgent Craniotomy,. 


Key | Sensory Loss Responsible Nerve Roots: 
69 
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3 in the thigh | 2 in the shin 1 in the foot 


¢ Groin and pelvic Girdle > Lal 
Anterior thigh > 2 
Inner (Medial) thigh and distal anterior thigh > 3 


Inner (medial) shin > 4 
Outer (Lateral) shin and Dorsum of the foot > Ls) 


Lateral Foot > s1 


Scenario 1: 

A man develops severe low back pain shooting down his right leg after lifting 
heavy objects. His Ankle and Knee reflexes are intact. He has reduced sensory 
stimulus over the dorsum of the right foot. 


The likely nerve root affected > L5 


Scenario 2: 

A patient with DM present for routine check-up. His reflexes and motor functions 
are normal. However, there is a deficit in fine touch sensation on the medial 
aspect of his lower right leg. 


The likely dermatome to be affected > L4 


(inner shin = Medial side of a leg = L4) 


Vou | eIlInintracranial homorrhace fe co Hy of fall} 3 CT cran ic the mnoct annronriate 
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¢ In Stroke (ischemic) > MRI is most appropriate (however, we initially order CT). 


Copyrights @ PlablKeys.com 


: Painless, Temporary, unilateral and Recurrent loss of vision 
that lasts from a few seconds to a few minutes due to embolism (transient 
occlusion) of the Central retinal artery. 


Usually lasts for 5 — 15 minutes, and resolves within < 24 hours. 
Risk Factors: Atherosclerosis (Bruit on neck) J] Hypertension. [| Giant Cell 
Arteritis (GCA) 

e A patient may describe it as “A black Curtin Coming Down” 
The embolus in Amaurosis Fugax comes from atherosclerotic Internal carotid 
artery while in Transient Ischemic Attack (TIA), the emboli of the cerebral 
hemispheres come from the heart. 


Combined oral contraceptive pills (COP) are Absolutely Contraindicated in 
patients with Migraine with aura. (7 risk of cerebrovascular accident) 


The best contraception in patients with migraine with aura is 
> Copper Intrauterine Device. 


Migraine with Aura: 


he headache starts before the end of the aura or within an hour after the end of 
the aural. (Important v) 


Aura examples: 

¢ Visual signs and symptoms > Fortified spectra (Flashes of light), Homonymous 
hemianopia, Scotoma (blind spots) 

¢ Others > Unilateral paraesthesia “Numbness, Tingling”, Speech or language 
difficulty “Dysphasia”, Muscle weakness 


¢ DVT + Fullness (Deafness, Vertigo, Tinnitus) + Pressure or Fullness in one ear > 


(MRI is normal). Give buccal or IM (Prochlorperazine) 


e DVT + Cranial Nerve Palsy (e.g. Facial palsy, Loss of Corneal reflex, Loss of facial 
sensation) 
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> Acoustic Neuroma (Vestibular Schwannoma) (Do MRI of the 


cerebellopontine angle). 


Tinnitus = ringing in ear. 


Neurofibromatosis (NF) (Autosomal Dominant) 


NF type 1 presents more with skin lesions. (e.g. Café-au-lait spots (Macular 
brown macules)/ Axillary or Groin Freckles/ iris hamartomas/ scoliosis / association 
with Pheochromocytoma). 


NF type 2 presents more with CNS tumours. (e.g. Bilateral acoustic neuroma / 
multiple intracranial schwannomas, meningiomas) 


Left facial pain that’s sharp, shooting, electric-like, radiates to left check and 7 
with chewing, lasts for seconds then repetitive throughout the day. 


> Trigeminal Neuralgia). 
The most appropriate Rx > Carbamazepine. 


The hint that is usually given in the exam for Multiple Sclerosis is optic neuritis 
(Pale + Swollen optic disc, Blurry vision) + Remitting and Relapsing + Other 
Neurological manifestations. 


¢ The Definitive Diagnostic test > |MRI brain and spinal cord > Demyelination, 


Lesions disseminated in time and place. 


Painless muscle weakness that worsens with exercise, Tires easily, Speech fades, 
Difficulty climbing stairs and reaching for items on shelves, Difficulty chewing and 
swallowing, Diplopia, Normal reflexes + FHx of an autoimmune disease (e.g. 
Thyroid disease) (Positive autoimmune panel) 


> To confirm Dx >| Serum skeletal muscle nicotine acetylcholine recepto 


The same presentation as Myasthenia gravis but with the following differences: 
Vv The reflexes are absent and elicited after exercise 


Vv 7% Strength/ power of the weakened muscles after repeated test 
Copyrights @ PlablKeys.com 


> |Lambert-Eaton Syndrome (Associated with tumours) 


Important: 
¢ Myasthenia Gravis association > Thyrotoxicosis. 


¢ Lambert-Eaton Syndrome association > Tumours (e.g. small cell lung cancer) 
In Lambert-Eaton Syndrome, the muscle function IMPROVES with use. 


> Sudden focal neurological loss due to vascular origin lasting for > 24 hrs. 
+> Sudden focal neurological loss due to vascular origin lasting for < 24 hrs. 


Example, 
A 66 YO smoker and hypertensive patient presents with a sudden onset 
weakness of the right arm with dysphasia that resolved within 24 hours. 


¢ The likely Dx > |Transient Ischemic Attack (TIA). (Resolved within 24 hours) 
¢ The best next modality > |Carotid Doppler Scanning 


Carotid duplex should be done within 2 weeks of admission to check for carotid 
artery stenosis to assess for the need of carotid endarterectomy. 


When to perform Carotid endarterectomy? 
V If internal carotid artery stenosis is > 50% in ¢ (Men) 
v If internal carotid artery stenosis is > 70% in 2 (Women) 


Remember, 


e Amyotrophic lateral sclerosis (ALS) “Motor Neuron Disease” > Motor 
weakness (progressive with dysphagia and complete paralysis later) + Normal 
autoimmune panel + Deep reflexes are (4S) positive for upper neuron disease. 
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Key 
80 


¢ Myasthenia Gravis > Similar to (ALS) but with Positive autoimmune panel + 
Normal deep reflexes. (usually eyes are affected; Diplopia, Drooping eyelids) 


¢ Lambert-Eaton Syndrome (Associated with tumours e.g. Lung cancer) 


The same presentation as Myasthenia gravis but with the following differences: 
Vv The reflexes are absent and elicited after exercise. 
Vv 7 Strength/ power of the weakened muscles after repeated test. 


¢ In Intracranial Hemorrhage (e.g. after fall from height) with Very Low GCS and 
Neurological deficit (e.g. Unequal Pupils) 


> |Urgent Craniotomy. 


This is done after Intubation and referral to neurosurgical team to evacuate the 
hematoma. 


Key |Remember, 
81 | Whenever you see GCS < 8 > immediately think of Intubation (or: Inform 
the anaesthetist). 


Key |Remember, 
82 | Horner's syndrome — Unilateral Ptosis, Miosis, Anhidrosis 


Due to — (Compression of the Ipsilateral of Sympathetic Chain). (e.g. in Pancoast 


tumor) 


Key | High blood glucose (e.g. Due to infusion of 5% Dextrose) 
83 | + Infusion of hypotonic solution (e.g. 0.45% NaCl) for prolonged period 


+> Hyponatremia (J Na+) 


> (Cerebral Oedema “Osmotic type” > Confusion, drowsiness 
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¢ Avoid rapid correction of hypernatremia especially with hypotonic solution > 
“it can cause cerebral edema” due to abnormal pressure gradient issues that you 
do not need to understand deeply for PLAB 1”. 


When Sodium is low > Your brain will blow! 


Whenever there is hyperglycemia, the is osmotic flow of water from ICF to ECF. 


Remember, 
If limb ataxia > Cerebellar Lobe is affected “ipsilateral side” 
If tRuncal ataxia > Cerebellar VeRmis is affected. (The midline vermis of cerebellum) 


Remember, 


ongue bitingEhfe§Urinary incontinenceRame saPost-ictal ConfusionE 


characteristics for > [Epileptic Seizures). 


Another episode is required to be given a diagnosis of Epilepsy. 


V In Epilepsy > There has to be 2 unprovoked seizures with > 24 hours apart. 


Key | Neck stiffness, Kernig’s and Brudzinski Signs are commonly seen in bacterial 
86 | meningitis. (Others: Severe headache, photophobia, high fever) 
If Rash > think of meningococcal meningitis 
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Difficulty fully extending 
knee if hip flexed 


Brudzinski sign 


Neck flexion causes knee flexion 


For the Investigation: 


V If without rash, pick > (LP) = ICSF Analysis. 
Vv If with Rash, pick > [Blood culture) (Meningococcal Septicemia — Neisseria 


Meningitidis) 


DVLA “Driver and Vehicle Licensing 


Q1) An elderly woman with Alzheimer’s disease continues to drive and refuses to 
inform any authority. What should you do? 


- Itis the responsibility of the patient to inform DVLA. 


| - lf they refuse to do so, it is now your responsibility as a doctor to inform DVLA. 
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Q2) A man has a single TIA “Transient Ischemic Attack” and he is now fit for 
discharge. What should you advise him about car driving? 


When to inform DVLA? 
- If group A driver (Car) and has MULTIPLE TIAs within a short period. 
- If group B driver (Lorry or Bus) and has a SINGLE TIA. 


Q3) For the first time, a Lorry driver has an epileptic seizure. What should be done? 


In seizures (Not TIAs): 
e A Car driver can drive again after 1 year of being seizure-free. 
e A Lorry driver can drive again after 5-years of being seizure free. 


For the exam, 
If you have to pick either Subarachnoid hemorrhage or Acute subdural 


hemorrhage, Pick “Acute subdural hemorrhage” if Hx of trauma followed by 


Rapid deterioration. 


Wea 


SAH is usually with “the worst headache 
“Thunderclap headache” 


very intense over the back-occiput- “, 


Again, Trauma is more associated with Acute subdural hemorrhage then with 
Subarachnoid hemorrhage. 
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Key | @ Stiff- freezed- posture, Axial rigidity > Falling Backwards, shuffling and 
89 | freezing gait, restricted downward gaze + Others 


> Supranuclear pals 


DY fel ol-a rom onime) dang (Proximal diabetic Neuropathy) 


¢ A complication of poorly controlled DM. (nerve disorder) 
¢ Severe thigh or leg pain > followed by Wasting of thigh (quadriceps) muscles 
or pelvic girdle (Proximal leg). 


¢ Good diabetic control is a must. 
e Usually resolves within months. 


N.B. Vasculitis neuropathy presents similarly but with 7 ESR. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 
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Olostetrics and Gynaecology 


Important Collections in keys 21 and 32 


Key | Antiphospholipid syndrome is associated with recurrent miscarriages. 


To avoid future miscarriage 


> Give Aspirin 


Note, 75 mg Aspirin is given, and at the 5“ week, Heparin (Low molecular 
weight heparin LMWH) is added. 


All females with recurrent abortions in the first trimester (< 13-week gestation) 
Or those with one or more abortions in the 2"? trimester should be screened for 


> (Antiphospholipid antibodies. 


Scroll Down 


A) 
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Anemia With Pregnancy in the UK 


s& When can we call it Anemia? 
V In 1% trimester — if the Hb < 11 g/dL. 
V In 2" Trimester — If Hb < 10.5 g/dL. 


www .Plablkeys.com 


V In 3 Trimester — If Hb < 10.5 g/dL. co ra 
\V Post-Partum — If Hb < 10 g/dL. nf 
= FE 
Exavaple, SIX = ; 


SEVEN | 27-30 
presents for a regular antenatal visit. Her Hb is 11 g/dL. FIGHT | 31-35 | 


-> [Normal Physiological Phenomenon] (Not Anemia) NINE | 96-40 


A 30 YO woman who had a normal vaginal delivery 3 weeks ago presents 
complaining of feeling tired. Hb is 9.4 g/dl. MCV 79 fL (low). 


The Rx > Ferrous sulphate (iron supplement). Even if asymptomatic! 


Post-partum Hb of < 10 g/dl > Anemia. 
With low MCV = Iron deficiency anemia. 


A 29 YO female present to antenatal care for check-up. Her 28-week gestation 
Hb is 10.7 g/dl. MCV 91 fL. 


The Rx > |No treatment is required. 


V She is in the third trimester (< 10.5 is considered anemia) 
Note that her MCV is normal (normal range of MCV: 76-96 fL. 


A 28 YO Pregnant © in her 28-week gestation 
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Key | ¢ When to give Varicella-Zoster Immunoglobulin 


3 | VImmunocompromised patients with exposure. 
Vv Pregnant C+ with exposure and with no VZ antibodies. 
Vv Newborns with peri-partum exposure. 


¢ When to give oral 


Vv Immunocompromised patients who develop Chicken Pox. 
Vv Pregnant C+ who develop Chicken Pox. 


(WZIG)? 


Example, 
A pregnant in the 2" trimester was in significant contact with a child with 

chicken post 7 days ago. She has never had Varicella zoster infection. A stored 
blood sample is tested negative for varicella zoster virus IgG. Now, she has no 
rash. 


The best management > \Varicella Zoster Immunoglobulin (VZIG 


e If she has never had Chicken pox (she is not immune to it) or if the immunity 
status is unknown > Check serum Varicella zoster Ab (IgG) 

> If +ve (immune) > Reassure. 

> If -ve (not immune) > Give Varicella zoster Immunoglobulins (VZIG). 

e VZIG is effective if given within 10 days after exposure. 

¢ If she develops rash > Give oral Acyclovir within 24 hours. (VZIG is useless in 
this case as she has already gotten the infection). 

e If the serum varicella zoster virus IgG came back Positive (immune) 

> the answer would have been: Reassure. 


Causes of Primary Post-Partum Hemorrhage (1ry PPH) — 


V [Tone]: Uterine Atony “Atonic Uterus” (The most common cause). 
V [Trauma]: Lacerations, incisions, uterine rupture. 
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[Tissues]: Retained products of conception. 


Example 3) 


Prolonged (Protracted) labour + Uterus is still palpable above the umbilicus 
after delivery with postpartum hemorrhage. 


The likely cause of postpartum hemorrhage > Atonic Uterus, 


Rx > + Oxytocin (Uterotonic agent) 


Example 2, 


A primiparous diabetic Asian lady has just delivered a 4.5 Kg baby. The delivery 
was done by the aid of forceps. The placenta was removed with continuous 
cord traction and her uterus is well contracted. However, she continues to 
bleed excessively. 


The likely cause of postpartum hemorrhage > (Cervical/ Vaginal Trauma). 


The most common cause of postpartum hemorrhage in general is Uterine 
Atony. However, here, the uterus is well contracted. 
Big baby in a Diabetic mother are RFs of tear/ trauma at delivery. 


Example 3 


Prolonged labour + Uterus is is felt boggy and relaxed above the umbilicus 
after delivery with postpartum hemorrhage. 


The next immediate step in management > |Uterine massage. (Uterine atony). 
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e Intrauterine contraceptive systems (e.g. Mirena) and Progesterone-only 
implants are used for long-term contraception and thus should be avoided if a 
2 intends to get pregnant in the near future (e.g. after 6 months). 


¢ After delivery, COCP is contraindicated in breastfeeding 9 (for 6 months) and 
non-breastfeeding ° (for 6 weeks). 


e After Delivery: 
- Abreastfeeding 9 can start taking COCP after 6 months. 
- Anon-breastfeeding 9 can start COCP after 6 weeks. 


e Note, No Contraceptive method is required post-partum for 21 days after 
delivery. 


ao IMIG wan haw ene vantbhkin AO have at AaAlicams: Ar athena A casaalee [90 elawet At 


EN ROPE RN MDI VEE TE EE PR PEAT SD ME OMAN TIVE y ME GTN OT VV NY {ev MGUyY] wt 
delivery (for fear of uterine perforation 2-28 days after birth). However, it 
should not be used if a woman intends to get pregnant in the near future as it 
provides long term contraception. 


¢ Depo-Provera (Medroxyprogesterone acetate) is IM injection given once 
every 3 months. 

¢ Progesterone only pills are safe in breastfeeding, not injections, and short- 
term birth-control methods. 


Example, 


21-day post-partum ° desires not long-term contraception (wants to get 
pregnant after 6 months) and prefers no injections. She is breastfeeding. 


The most appropriate > |Progesterone-only pill. 


+ is contraindicated after delivery in breastfeeding mothers until 6 
months of delivery. 
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Key 


“Medroxyprogesterone acetate” is IM injection (given deep in 
gluteal or deltoid muscle once every 3 months). She does not want injections. 


¢ Intrauterine system and Progesterone-only implants) are not suitable here as 


they provide prolonged birth-control while she wants to get pregnant after 6 


months. 


¢ Progesterone only pills| are safe in breastfeeding, not injections, and short- 


term birth-control methods. 


For any female in childbearing age presenting with abdominal pain 
> Always check Urine Pregnancy Test 


This is because of the fear of Ectopic pregnancy as “ruptured ectopic pregnancy 
is life-threatening” ! 


Ectopic Pregnancy features: 

V Lower abdominal pain and tenderness (could be unilateral). “The first 
symptom” 

Vv Amissed period (recent amenorrhea) = no menstruation for 6-8 weeks from 
the beginning of the last period. 

Vv Vaginal bleeding. 

Vv Shoulder tip pain “due to peritoneal bleeding”. + Peritonism [Indicate ectopic 
tubal rupture] 


Vv Cervical motion tenderness “Cervical Excitation”. 


© The initial Investigation 


> Urine pregnancy test 
If +ve > Transvaginal Ultrasound (to look for intrauterine pregnancy) 


If U/S shows empty uterus, we have 2 paths: 
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¢\If the patient is hemodynamically “stable” 
> |Check Human chorionic gonadotropin (b-hCG) 


- If b-hCG < 1400 > Wait and Observe (unlikely ectopic pregnancy). 
- Ifb-hCG > 1400 > Proceed to Laparoscopy 


¢ If the patient is hemodynamically “unstable” (e.g. Hypotensive SBP < 90) 


> Urgent Laparotomy (Open Salpingectomy or Salpingostomy) 


A pregnant 9 in the 38" gestation with Hx of Caesarean Section develops 
profuse vaginal bleeding + Severe Abdominal Pain + Going into Shock 
(Hypotension and Tachycardia). 

CGT (Cardiotocography) shows distressed fetus “Reduced Variability and Late 
decelerations). 


The likely Dx > 


The Rx > Urgent Laparotomy (to deliver the fetus and to repair the uterus). 


RFx of Uterine rupture: 

V Previous CS or uterine surgery (it weakens the uterus). 
v Excessive oxytocin (Uterotonic agents) 

Vv Obstructed labour that is not recognised. 


Remember, 

¢ Placenta previa > PAINLESS vaginal bleeding. 
¢ Placental abruption > painful. 

¢ Uterine rupture > painful. 


In suspected [J ETeaiele-lelgtielatea) (Severe abdominal pain + Vaginal bleeding in 
“the 3 trimester” + Fetal distress) 


Firstly, perform > CTG (Cardiotocography) (Not US)! 
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¢ If it shows fetal distress > Urgent C-Section. 
¢ If it is normal > Perform vaginal ultrasound (to R/O placenta previa). 


Note, ultrasound has minimal rule in placental abruption (clinically diagnosis) 
but it is important in placenta previa. 


What if CTG is not among the options? 


2 Pick (Ultrasound “to R/O Placenta Previa” 


Important, never perform speculum or digital examination until placenta 
previa is ruled out (by Ultrasound). 


Scroll Down 


A) 
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Placenta 
Normal Placenta Placental Abruption Placenta Previa 


3'¢ Trimester Bleeding 


e Abruptio Placenta: premature separation of placenta from 
uterine wall 


® Vaginal bleeding, abdominal pain, uterine tenderness , 
contractions/increased uterine tone, fetal distress 


© US may miss early abruption 


® Placenta Previa: implantation of placenta over cervical os 
® Large amount of BR vaginal bleeding, painless 


® US Diagnosis. No speculum or digital exam until Placenta 
Previa ruled out! 


In Summary, 


Vv Placenta abruption ~ initially > (CTG “Cardiotocography” 
Vv Placenta Previa > Initially > Ultrasound (Preferably Transvaginal US) 


& Postmenopausal symptoms (c.g. hot flushes, night sweats, 
Irritability, Vaginal Dryness, Dyspareunia) 


* lf there is uterus > (Combined Hormone Replacement Therapy (HRT). 
Another possible answer > [Transdermal Estradiol and Progesterone patches 


* If No uterus (e.g. Hx of hysterectomy) or if there is IUS in place 


> |Oestrogen-only Hormone Replacement Therapy. This is because progesterone is 


given with the estrogen to protect the uterus against endometrial carcinoma. If no 
uterus, why to give progesterone? 


 Dyspareunia > difficult or painful sexual intercourse. 


More information (For reading): 

¢ Menopause “Cessation of menstruation” is the time after a woman has her last 
menstrual period. Because her final periods can be irregular, menopause is 
confirmed 12 months after her last period. 

¢ The menopause is a natural part of ageing that usually occurs between 45 and 55 
years of age, as a woman's oestrogen levels decline. In the UK, the average age for a 
woman to reach the menopause is 51. 

¢ The time of a woman's life following menopause is called postmenopause. 


¢ Women in postmenopause may develop “Postmenopausal Vasomotor symptoms” 
such as Hot flushes, Night sweats. 


¢ To manage these Vasomotor symptoms —> |Hormone Replacement Therapy (HRT 


after evaluating pros and cons. 


Jv If she has had hysterectomy (No uterus), or if there is Intrauterine 


system “IUS" in situ + Oestrogen-only HRT. 
J Otherwise — Combined HRT. 


¢ Note, if a postmenopausal & is a smoker, the HRT is given “Transdermal” as the 
oral route has a higher risk for Venous Thromboembolism (VTE). 
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¢# Note, Combined HRT has 2 types: 
- Sequential “Cyclical” combined HRT > used in the first 12 months of 


menopause or in perimenopause “still menstruating”. Oestrogen is taken daily 
while Progesterone is taken Cyclically “for the last 14 days of a menstrual 
cycle”. 

Continuous combined HRT > used in menopausal women (women who have 
had their last menstrual cycle 12 months ago). Both Oestrogen and 
Progesterone are taken daily. 


Example (1), 
A © at her 39 weeks gestation had passed clear viscous fluid per vagina 4 days 
ago. Now, she is feverish, sweaty and with suprapubic tenderness. The 


symphysis-fundal height (SFH) is 35 cm. There is fetal tachycardia of 175 bpm. 
WBCs and CRP are 7. 


The likely Dx > Chorioamnionitis. 


Chorioamnionitis > Inflammation of the fetal amnion and chorion membranes 
typically due to ascending bacterial vaginal infection when there is rupture of 
membranes. 


¢ PROM “Premature Rupture of Membrane” is a major risk factor for 
Chorioamnionitis (ascending vaginal bacteria) 

¢ Fever, sweaty, high WBCs and CRP > inflammation (itis) 

¢ The SFH is small for date (as she had PROM and lost amniotic fluid). 
(Oligohydramnios is one of the known causes of small for date uterus). 


Chorioamnionitis Features: (important v) 


& “i, 1 in oh 03 a a oy | ae. eo A od 1 ge . 


Maternal tacnycaraia (rolloweéa oy) rever § retail tacnycaraia § 
Abdominal pain and uterine contractions (Suprapubic tenderness) § 
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Hx of PROM [J The amniotic fluid could be purulent, offensive, foul 


smelling, yellow or brown. 


e Note, sometimes there won’t be fever as maternal tachycardia often 
precedes pyrexia (fever). 
Tachycardia (Then) > Fever 


Example (2), 

A lady at her 24 weeks gestation admitted for preterm premature rupture of 
membrane (PPROM). She does not have a fever. However, she is tachycardic at 
122 bpm and has abdominal pains, uterine contractions and suprapubic 
tenderness. Speculum examination reveals a foul-smelling discharge originating 
from the cervix with the cervix being slightly open. 


The likely Dx > Chorioamnionitis. 


All manifestations are toward chorioamnionitis (as mentioned above). 
She is not feverish as Maternal Tachycardia often precedes maternal fever. 


Additional points for your knowledge: 

# Premature rupture of membranes (PROM) is the rupture of the fetal 
membranes before the onset of labour. 

Preterm premature rupture of membranes (PPROM) is ROM prior to 37 
weeks' gestation. 

¢ Prolonged rupture of membrane (Prolonged ROM) is any rupture of 
membrane that persists for more than 24 hours and prior to the onset of 
labour. 


SFH (Symphysis Fundal Height) 
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Gestational age §_ Fundal height landmark | 


12 weeks Pubic sympnysis 


20 weeks It reaches the Umbilicus 
20-36 weeks GA (in weeks) +2=....cm 


36-40 weeks | Xiphoid process of sternum 


Large for dates Small for dates 
uterus uterus 


7S => 
Wrong aates. 
Polyhydramnios. 
Hydatidiform mole. Oligohydramnios 
Macrosomic fetus. Fetal death 


Wrong dates 


Concealed accidental IUGR or Small fetus 
hemorrhage. 


Twins. 


Pregnancy during period of 
amenorrhea as lactation or 


Tumors as fibroids and ae 
injectable contraception 


ovarian cysts. 
Fetal malformations as Malpresentations as 
hydrocephalus. transverse lie 


Key | A pregnant lady at 37 weeks gestation presents with lower abdominal pain + 
11 | small amounts vaginal bleeding. 


¢ First step > (suspected placental abruption). 
¢ If not among the options > (to rule out placenta previa). 


In any a female (especially < 25 YO) who uses IUS (e.g. Mirena) and develops 


lower abdominal pain + Irregular menstrual cycles 
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Suspect > [Pelvic inflammatory disease (PID) 


Quick Notes: 

e Intrauterine contraceptives are a major risk factor for PID. 

¢ Presence of IUS (e.g. Mirena) > Alleviates the symptoms of endometriosis, 
Adenomyosis and fibroids. 

Vv Note, Adenomyosis = ectopic endometrial tissue within myometrium itself 
(endometriosis within myometrium). 

e Asherman syndrome > endometrial adhesions usually following D&C 
“Dilatation and Curettage” of the uterine cavity. It presents with abdominal 


pain ana menstrual irregularities anda causes infertility. 
¢ IUD “Device” e.g. Copper T 
¢ IUS “System” e.g. Mirena (levonorgestrel-releasing IUS) 


ABCD (C > D) = (Copper > Device) 


After Broad-spectrum antibiotic course > death of vaginal normal flora 
> a good chance for the development of bacterial vaginosis and/or vaginal 
candidiasis. 


Trichomoniasis Vv Frothy, yellowish-greenish Rx > Oral 


(Trichomonas smelly vaginal discharge. Metronidazole 


Vaginalis) Vv Vaginal itching is common. 


Vv Strawberry Cervix. 


Vv Vaginal pH: > 4.5 


Bacterial V Thin, grey-white, fishy Rx > Metronidazole 
Vaginosis (VERY offensive) smelling 


+ Clindamycin 
discharge. 
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(Gardnerella V Vaginal itching is 
Vaginalis) uncommon. 


V Positive Whiff test 
(Potassium Hydroxide). 


Vv Vaginal pH: > 4.5 


Vulvovaginal V Thick white (Cheese-like) Rx > Local 
Candidiasis odourless vaginal discharge. 
“Vaginal Thrush” —y Vaginal pH: 4-4.5 


(Candida 
Albicans) 


Clotrimazole 


(Anti-fungal) 


Note, normal vaginal pH is 3.8 to 4.5. 


& White Thick discharge > candida (Vaginal Thrush). 
* Yellow-greenish offensive discharge + vaginal itching + Strawberry Cervix + 
pH > 45 & Trichomonas Vagsinalic (Trichomoniasic). 


* Offensive discharge Without itching + fishy smell + pH > 4.5 
> Bacterial Vaginosis (Gardnerella Vaginalis). 


A pregnant woman has taken antibiotic for her dental abscess. On the 3 day, 
she developed thick white vaginal discharge. 


Se er 


® The likely diagnosis > \Vulvovaginal Candidiasis] “Vaginal Thrush”. 


The Likely causative organism > (Candida Albicans. 
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A young lady presents with offensive vaginal discharge. She is sexually active 
with a single partner. Her vaginal pH is 5.5. High vaginal swabs are taken for 
culture. 


The likely organism > |Gardnerella Vaginalis. (Bacterial Vaginosis) 


Both Bacterial Vaginosis (Gardnerella Vaginalis) and Trichomoniasis 
(Trichomonas Vaginalis) can cause offensive vaginal discharge and pH >4.5. 


However, 

¢ Bacterial Vaginosis “Gardnerella Vaginalis” is more common. 
 Trichomoniasis “Trichomonas Vaginalis” has yellow-greenish offensive vaginal 
discharge + it usually causes vaginal itching. 


Note: 

Although Bacterial Vaginosis “Gardnerella Vaginalis” is not a sexually- 
transmitted disease, it is the most common cause of abnormal vaginal discharge 
in © in childbearing age. 


AVurseeegicter): 3 Of 4 criteria are diagnostic for EETari Meru: 


1) Homogenous grey-white discharge. 

2) When adding Potassium Hydroxide 10% (KOH) to the discharge > fishy smell 
(Whiff test). 

3) “Clue Cells” under microscopy. 

4) Vaginal pH > 4.5 


Example (3) 


A 40 YO 2 presents with an offensive malodorous vaginal discharge that is clear 
in colour. Its pH is 5.1. There is no vaginal itching, abdominal pain or 
dyspareunia. 


Copyrights @ PlablKeys.com 


The likely causative organism > Gardnerella Vaginosis. 


¢ No vaginal itching + Not yellow-greenish + pH > 4.5 


A 30 YO 2 present with a very strong foul-smelling vaginal discharge. Which of 
these organisms is likely responsible? 
(Chlamydia / N. Gonorrhea / Gardnerella / or All of them)? 


The answer is > |Gardnerella. 


Do not get tricked! 
Chlamydia and N. Gonorrhea do not usually present with Foul-smelling 
discharge. 


Again, 
In Placenta previa (Painless Vaginal bleeding in the 3 trimester) 


+> [Transvaginal Ultrasound (preferred over Abdominal U/S). 


Note, 

The presence of a fetus in a transverse lie in a primigravid @ is a clue that there 
is a mass in the way. 

If [+] painless vaginal bleeding > this mass is most likely the placenta occluding 
the cervical os (Placenta previa). 


* Cessation of menstruation (Prolonged Amenorrhea) in ° < 40 YO 


> Suspect > [Premature Ovarian Failure (POF) 


FSH (4. FSH > 25 IU/L in two occasions 4 weeks apart is diagnostic). 


> Rx > [Hormone Replacement Therapy (HRT) Until the age of 51 YO. 
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e Amenorrhea in 2° aged 40-45 YO > Early menopause (not Premature ovarian | 


failure. They are different). > Ultrasound 


Presentations of Premature Ovarian Failure: 

¢ Amenorrhea/ Oligomenorrhea is commonest presentation. (Vv) 

# Postmenopausal features (e.g. hot flushes, night sweats, vaginal dryness, 
dyspareunia, irritability). 

¢ Infertility. 


© Important Note: 
Although the most common cause of Premature Ovarian Failure is /diopathic, it 
can occur after Chemotherapy or Irradiation as well! 


Atrophic vaginitis = vulvovaginal atrophy 
genitourinary syndrome of menopause (GSM) 


(Dysuria, Frequency, incontinence, nocturia) 
[+] 
aginal Atrophy manifestations (e.g. Dyspareunia/ vaginal itching/ 


dryness/ burning) in a 2 in the menopause age (usually > 50). 


° Occurs due to > Estrogen deficiency after menopause. 
e Rx > Topical Estrogen) “Intravaginal estrogen”. “Oestrogen cream”. 


# Dyspareunia > difficult or painful sexual intercourse. 
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@ |f a female presents with only atrophic vaginitis (dyspareunia, dysuria, 


vaginal dryness) > |Local oestrogen| “Oestrogen Cream” 


@ |f + other menopausal symptoms (e.g. hot flushes) > HRT}. Another possible 


answer > |Transdermal Estradiol and Progesterone patche 


Key | Remember: 


- Colorectal Cancer Screening: 
Vv Fecal Immunochemical Test (FIT). 
Vv 60-74 YO every 2 years. 


- Breast Cancer Screening: 

Vv (Mammogram). 

Vv OF 50-70 YO every 3 years. 

Vv Those with high risk > 40-70 YO annually. 


- Cervical (Cervix) Cancer Screening: 

v (Pap smear — Cervical smear: Cytology, HPV) 
Vv 25-49 YO > every 3 years. 

v 50-64 > every 5 years. 


Cervical ectropion that causes NO bleeding or pain during or after sexual 


intercourse should be left alone (Reassurance). It is not even a risk factor for 


cervical carcinoma. 


Cervical ectropion: (Red ring around the os) 

The stratified squamous epithelium that lines the Ectocervix (Vaginal part of 
cervix) is replaced by Columnar epithelium (that lines the endocervix) 
(Migration of the epithelium of the endocervix onto the epithelium of the 
ectocervix) 

In short 


> (the stratified Squamous Ectocervix is replaced by Columnar epithelium). 


“In high oestrogen states (e.g. pregnancy, COCP), the endocervix columnar 
epithelium comes further down “migrates”. This is friable and thus bleeds. 
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Vv This occurs due to 4 Oestrogen (e.g. Pregnancy, Puberty, using COCP). 

Vv It is generally asymptomatic but can present with painless vaginal bleeding 
or non-purulent watery discharge post-coital (after intercourse). 

V No Rx is required unless symptoms are annoying > Cervical smear (if normal) 
> Cryotherapy/ Diathermy/ Cautery with silver nitrate. 


Just for memory refreshing, in the Barret’s oesophagus: 
[Squamous epithelium of the lower 1/3 of the oesophagus turns to Columnar 
epithelium with goblet cells > RF for Adenocarcinoma] 


Example (1) 


A 31Y0 @ present enquiring about vaginal spotting 2 days ago. She is on COCP. 


Last cervical smear was 1 year ago and reported normal. O/E, cervical ectropion 
is diagnosed. No bleeding on touch. 


The next step > Reassurance. 


Vv Cervical smear is required once every 3 years in 2 aged 25-49 YO. Thus, no 
need to repeat it as it was normal only 1 year back. 
Vv No bothersome symptoms > leave the ectropion alone. 
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A 29 YO female presents complaining of post-coital painless vaginal bleeding. 
U/S shows placenta anterior and high. Fetal movements and heart are seen on 
the U/S. Her abdomen is soft, lax and non-tender. 


The likely Dx > 


# When reading “Painless vaginal bleeding”, the first thing that comes to mind 


is (Placenta Previa). However, the U/S here revealed that the placenta is 
normally situated (Anterior and High), whereas in placenta previa, it would be 
down/ low (occluding the cervical os). 


¢ What other benign condition in such a young lady that can cause painless 
vaginal bleeding “after sexual intercourse”? 

Yes, cervical ectropion. Nonetheless, further investigations are needed to 
confirm it such as local speculum examinations + cervical smear. 


¢ Note, as fetal heart is seen on the U/S > It is not missed miscarriage. 
# Remember, in placenta abruption, the abdomen would be TENDER, hard 
(painful vaginal bleeding). “Bleeding is not always existing in placental 


Pe ee ee | ee fo: ae ee eee: ee! os a ee | come | 


GVIUVUOTT do IL TIME Ve COMCEdGICU VICCUllis 


Pre-eclampsia and Eclam 


© Preeclampsia is a condition of pregnancy characterized by high blood 


pressure (hypertension) and protein in the urine (proteinuria > 0.3 g/24 hr). 
© Preeclampsia usually occurs jafter the 20" week of gestation, but it can 


develop after the infant is delivered. 


Risk Factors > First pregnancy, Pregnant teens, Women over 40. 
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Key 
i9 


Eclampsia is the development of seizures in a woman with severe 
preeclampsial. It has a 2% mortality (death) rate. 

There is no cure for preeclampsia except for delivery of the baby. 

Women with mild preeclampsia may be treated conservatively to allow the 
baby to mature, as long as they are closely monitored. They may be given 
corticosteroids to help the baby's lungs mature and magnesium sulfate to 
prevent seizures. Sometimes, medications to lower blood pressure are needed. 


Fetal complications of preeclampsia include the risk of preterm delivery, 


oligohydramnios (low fluid volume within the uterus), and sub-optimal fetal 
growth. 


Maternal complications of preeclampsia and eclampsia include liver and 
kidney failure, bleeding and clotting disorders, and HELLP syndrome. 


- HELLP Syndrome 


> Hemolysis (low Hb), Elevated Liver enzymes, Low Platelets. 


+ Features: Epigastric or RUQ pain & tenderness + Nausea and Vomiting + dark 
or tea coloured urine “due to hemolysis” + HTN and other features of 
preeclampsia 


+ Rx > Delivery of the baby ] MgSO4 if seizures (eclampsia) 


- Acute Fatty Liver of Pregnancy (AFLP) 
> ELLP (without Hemolysis) + (-) Glucose + (4) Ammonia 


- Disseminated Intravascular Coagulation (DIC) 
> High PT, High PTT, High Bleeding Time, Low Platelets, Low Fibrinogen 


Example (1), 
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A pregnant woman in her 35 weeks pregnancy developed sudden severe 
(acute) abdominal pain and is taken for emergency C-Section. Her BP 110/60. 
Labs: 

Hb: 101 Jf WBC 9.5 (Normal) ff Platelets 65 (Low) J PT 28 sec (high) [[ PTT 67 
sec (high) j Fibrinogen 0.7 (low) J Bilirubin 23 (high) 


The likely Dx > Disseminated Intravascular Coagulation (DIC). 


High PT, PTT 
Low Platelets, Fibrinogen 
> DIC (see the comparison above) 


Remember: DIC Triggers > sepsis, surgery, major trauma, cancer, 
and complications of pregnancy 


This lady might have developed Placenta abruption which has led to DIC. 


Example (2), 


A 32 YO pregnant lady at her 38 weeks gestation presents feeling unwell with 
sudden onset epigastric pain associated with nausea and vomiting. Her 
temperature is 36.8 C. Her blood pressure is 150/100. Her Labs show raised 
liver enzymes and: Hb 8.6 (low), WBC 5 (Normal), Platelets 90 (low). 


The likely Dx > HELLP Syndrome 
Rx > Delivery of the baby. 


# HELLP syndrome is a complication of preeclampsia. She might be having 
preeclampsia as she is hypertensive and after the 20 week of gestation. 
However, proteinuria needs to be investigated. 

 HELLP: 

Hemolysis (low Hb) § Elevated Liver enzymes ff Low Platelets 
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All are seen here. 
¢ The presentation is also compatible with HELLP syndrome “epigastric pain 
with nausea and vomiting”. 


Example (3), 


A 29 YO female had pre-eclampsia and was delivered by C-section. She is now 
complaining of right upper quadrant pain. 


The next appropriate investigation > |Liver function tests). 


v She might have developed HELLP syndrome. We need to check liver enzymes 
to help in Dx as they are elevated in HELLP syndrome. 


e Pre-eclampsia (RF of HELLP syndrome). 
e RUQ pain (one manifestation of HELLP syndrome). 


For any female > 51 YO presents with Postmenopausal vaginal bleeding 


Vv Suspect > [Endometrial Carcinoma 


vV Order > [Transvaginal Ultrasound (To check the endometrial thickness) 


Vv If Endometrial Thickness is > 4 mm > |Hysteroscopy with endometrial biopsy. 


Again, 
In any woman in postmenopausal age presents with vaginal bleeding (even if 


post-coital), if the question asks about the initial (next) test > 


If it asks about the diagnostic/ most definitive test 


> lHysteroscopy with endometrial biopsy. 
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Notes, 
@ Progesterone (e.g. in combined HRT) reduces the risk for endometrial 


carcinoma. 

@ RFs of Endometrial Carcinoma: 

Obesity/ Nulliparity/ Unopposed estrogen (estrogen given alone without 
progesterone)/ PCOS/ Tamoxifen/ Early menarche/ Late menopause/ DM 


You will need to go over this entire Key several times to absorb it. 


¢ If < 20 YO| > Don’t prescribe IUS (Mirena®) or Depo-Provera (IM 
Medroxyprogesterone acetate). 


Depo-Provera > Risk for osteoporosis in such a young age. 


¢ Many of females who recently started on Depo-Provera (Progesterone-only- 
injections) or Mirena tend to initially have bleeding more days than usual and 
vaginal spotting between cycles. Most females become amenorrheic after 1 
year of use. 


Therefore > |Reassure and advice the patient to come back if these 


unscheduled bleedings become problematic. 


What if bleeding becomes problematic? 
+> COCP for 3 months (While still on Depo-Provera) 


Or: Mefenamic acid or Tranexamic acid for 5 days. 
¢ |US (Mirena®) and Depo-Provera are not recommended if 2 
¢ Nexplanon® “Etonogestrel implant” is safe < 20 YO. 


* COCP and POP are also safe |< 20 YO. 


¢ In females with some learning difficulties > Do not prescribe Pills (COCP, 
POP) as they may forget taking the pills. 
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Some important contraindication for the use of COCP: 
> Smoking | Obesity (BMI > 30 kg/m?) | Hx of thromboembolism | 


learning difficulties |] Post-partum (if breastfeeding > Cl for 6 months) 
(If not > 6 weeks) | Migraine with aura | HTN (even if well controlled) 


e Intrauterine contraceptive systems (IUS) (e.g. Merina) and Progesterone-only 


implants are used for long-term contraception and thus should be avoided if a 
@ intends to get pregnant in the near future (e.g. after 6 months). 


¢ After delivery, COCP is contraindicated in breastfeeding 9 (for 6 months) and 
non-breastfeeding ° (for 6 weeks). 


e After Delivery: 


- A ° can start taking COCP after 6 months of delivery. 
- A 2 can start COCP after 6 weeks of delivery. 


¢ Progesterone only pills (POP) are safe in breastfeeding, not injections, and 
short-term birth-control methods. 


¢ No Contraceptive method is required post-partum for 21 days after delivery. 


¢ Depo-Provera (Medroxyprogesterone acetate) is IM injection given once 
every 3 months. It is contraindicated in females < 20 YO. It is first-line in 
females with SCA and Menorrhagia. 


V Menorrhagia = Heavy menstruation [JV Dysmenorrhea = Painful menstruation [fv 
Metrorrhagia = Irregular menses 
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In young 2, Not sexually active (doesn’t requires contraception 
@ Menorrhagia only (Heavy menstruation) > 


@ Menorrhagia + Dysmenorrhea > IMefenamic acid. 


@ Metrorrhagia (irregular menses) + Menorrhagia/ Dysmenorrhea > cocp}. 


Once dysmenorrhea > Mefenamic acid 


Once irregular menses > COCP 


Menorrhagia only > Tranexamic acid 


In sexually active 2 (requires contraception) + menorrhagia/ Dysmenorrhea/ o 
ibroids not distorting the uterine cavi 


A Fa fiund ian §& 24 Lee LL... 


Ve HOt HI 7 IVER FIO] — LO VUIIVIE COLIC! MILIGULOPIIe OYOteiil 


Q) What if Mirena is Contraindicated (e.g. the 2 < 20 YO or no long 
contraception is wished)? 


If No contraindications to COCP (e.g. smoking, obesity, Hx of thromboembolism) 


> (or POP or implants). 


e If uterine cavity distortion > (e.g. Nexplanon) 
¢ If 2 with SCD “Sickle cell disease” and Menorrhagia > Depo-Provera IMI. 
Seales em Melelie-(es)elalela) (had unprotected sex and wants contraception now) 


Vv presented within 72 hours (3 days) of the unprotected sex 
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Levonelle pill. 


Vv Presented within 120 hours (5 days) of the unprotected sex 


> IUD “Copper” or EllaOne pill. 


The contraception that reduces the risk of Cervical Cancer 


> Condoms 


Using condoms reduces the risk of HPV infections > thus, reduces the risk of 
cervical cancer. 


cenarios and Examples on Contraceptio 
Example (1 


25 YO female is now 22 days after delivery and wishes a contraceptive 
method that does not include needles. She would like to get pregnant after 6 
months. 


> Progesterone-only pills. 


v IUS and Implants are for long-term contraception. 
v COCPs are contraindicated after delivery for 6 months in breastfeeding °. 


Vv Depo-Provera is IM injection (and she doesn’t want injections). 


Exanple (2 
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18 YO with some learning difficulties using condoms and want an alternative 
contraceptive method. 


> (implants) 


v COCP is safe < 20 YO with no Cis. However, she has learning difficulties and 
thus may forget to take the pills. 


Vv < 20 YO: IUS (Mirena) and Depo-Provera are better avoided (UKMEC2). 


Example (3) 


A 40 YO smoker and overweight female presents with heavy periods 
(Menorrhagia). She would like a long-term contraceptive method. 


> |IUS (e.g. Mirena = levonorgestrel intrauterine system) 


e Remember, in a sexually active 2 (requires contraception) with menorrhagia/ 
dysmenorrhea/ or fibroids not distorting the uterine cavity 


The first line — Mirena (IUS) = Levonorgestrel Intrauterine System 


e Furthermore, this lady has contraindications for COCP (obesity, Smoking). 


Example (4) 


After initiating Depo-Provera 2 months ago, a female presents complaining of 
unscheduled bleeding. 


> Reassure and advice to return if bleeding become problematic. 
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The majority of females who start Depo-Provera (Progesterone-only IM 
injections taken once every 3 months “12 weeks”) tend to have intermenstrual 
spotting. This usually settles after a year of Depo-Provera use 


Example (5) 


A 16 YO female who is not sexually active present complaining of 
menorrhagia (heavy bleeding), Dysmenorrhea (Painful cycles) and Irregular 
cycles. 


> |cocp}. 


© In young 2, Not sexually active (don’t requires contraception) 


# Menorrhagia only (Heavy menstruation) — Tranexamic acid 
# Menorrhagia + Dysmenorrhea — Mefenamic acid. 


¢ Metrorrhagia (irregular menses) + Menorrhagia/ Dysmenorrhea — COCP. 


Example (é) 


A 31 YO lady, known case of sickle cell disease, presents complaining of heavy 
menstrual bleeding (menorrhagia). She is not sexually active and has no plans 
for children in the near future. The most appropriate Rx: 


> |Depot medroxyprogesterone acetate (DMPA) = IM Depo-Provera. 
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A 39 YO woman who has completed her family wants a long-term 
contraception. She has extensive fibroids that distort her uterine cavity. 


> (progesterone-only subdermal implants, replaceable every 3 


years) 


If this exact female does not have fibroids or the fibroids are small 
> IUS (Mirena). 


Example (8) 


A 16 YO fit and healthy female presents complaining of severely painful 
menstrual periods. Her cycles are regular at 28 days. She denies being sexually 
active. 


> Mefenamic acid, 


In young, non-sexually active females: 


Vv Once dysmenorrhea (painful cycles) > Mefenamic acid 
Vv Once irregular menses > COCP 
Vv Menorrhagia only > Tranexamic acid 


Example (9) 


A 33 YO female with HTN (controlled with ACE inhibitor ramipril), non- 
smoker. The least appropriate contraceptive method for her is: 


> |cocpl, 


HTN (even if well controlled) is a contraindication for COCPs. 
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Some important contraindication for the use of COCP: 


Smoker ov ex-smoker |] Obesity (BMI > 30 kg/m2) |] Hx of thromboembolism 
J learning difficulties |] Post-partum (if breastfeeding > Cl for 6 months) (If 
not > 6 weeks) |] Migraine with aura | HTN (even if well controlled) 


Example (10) 


A 31 YO female wants a reversible contraceptive method. She had C-section 
one year ago. She also complains of menorrhagia and dysmenorrhea. 


> [Mirena (levonorgestrel intrauterine system). 


Note that “reversible” doesn’t mean short-term! 
C-section is not a contraindication for Mirena! 


In sexually active 2 (requires contraception) + menorrhagia/ Dysmenorrhea/ 


OF TIDTOIGS NOT QISTOFTINE the uterine Cavity 
V The first line — Mirena (IUS) = Levonorgestrel Intrauterine System 


(See above). 


Example (11) 


A 44 YO female presents asking for contraception advice. She has completed 
her family and needs no more children. US has incidentally revealed multiple 
small submucosal fibroids. She is asymptomatic. 


The most appropriate contraceptive advice > Mirena (IUS). 
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Again, small fibroid that are not distorting uterine cavity with need of 
contraception are better manged using Mirena. It would provide contraception 
as well as would shrink the size of uterus. 


Endometriosis 


Endometriosis is a common condition characterised by the growth of ectopic 
endometrial tissue outside of the uterine cavity. Around 10% of women of a 
reproductive age have a degree of endometriosis. 


Clinical features 

¢ Chronic pelvic pain (may be cyclic -with periods-) 

¢ Dysmenorrhoea (Painful periods) - pain often starts days before bleeding 

¢ Deep dyspareunia (Painful intercourse) 

¢ Subfertility 

e + Non-gynaecological: urinary symptoms e.g. dysuria, urgency, haematuria, 
dyschezia (painful bowel movements) 


Investigation 


is the gold-standard (most definitive) investigation 


Not Hysteroscopy! 


Management 

Vv NSAIDs and/or paracetamol are the recommended first-line treatments for 
symptomatic relief 

v if analgesia does not help then hormonal treatments such as the 
my contracentive pnilll or nrogestogens eg. medroxvnrogesterone acetate 


Pre Net tet eet ee hee ee 


should be tried. 


Note, 


Treat suspected endometriosis empirically with COCP or Progesterone as a 
trial for 3-6 months before laparoscopy as long as the fertility is not an issue. 
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A 40 YO lady presents with painful periods. The pain is worse on the first day of 
the cycle and continues for 5 days. She has regular 28-days cycles. She is 
sterilised (she had a laparoscopic tubal sterilisation in the past). She is sexually 
active with one regular partner. She takes NSAIDs and paracetamol for pain 
relief during the first few days of the pelvic pain. Endometriosis is suspected. 


The most appropriate action > lA trial of COcP| 
The most definitive test for Dx > 


Treat a suspected endometriosis empirically with COCP or Progesterone as a 
trial for 3-6 months before laparoscopy as long as the fertility is not an issue. 


It is important to note that this lady is already fertile. Thus, managing her pain is 
the priority here > COCP. 

If the management is directed towards saving her fertility, we would go for 
laparoscopy first. 


Pelvic inflammatory disease 


Pelvic inflammatory disease (PID) is a term used to describe infection and 
inflammation of the female pelvic organs including the uterus, fallopian tubes, 
ovaries and the surrounding peritoneum. It is usually the result of ascending 
infection from the endocervix 


Causative organisms 


Vv Chlamydia trachomatis - the most common cause 
V Neisseria gonorrhoeae 


¢ Lower abdominal (pelvic) pain 
e Fever 


¢ Deep dyspareunia (Painful sexual intercourse) 

e Dysuria and menstrual irregularities may occur 
¢ Vaginal or cervical discharge 

¢ Cervical excitation (Cervical motion tenderness). 
¢ Abnormal vaginal bleeding (e.g. post-coital) 


Investigation 
screen for Chlamydia and Gonorrhoea 


Remember that IUS and multiple partners are common risk factors for PID. 


2 <25Y0 [ IUS and IUD [ New or multiple sexual partners | Previous STIs | 
Uterine instrumentation (e.g. surgical termination of pregnancy) 


Complications 
¢ Infertility - the risk may be as high as 10-20% after a single episode 
¢ Chronic pelvic pain 
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e Ectopic pregnancy 


‘ (important v). 


# Tubo-ovarian abscess should be suspected if a female presents with: 

lower abdominal pain and tenderness with High Fever + NO DISCHARGE. 

¢ Additional hints: 

(Sexually active and doesn’t use barriers) > risk for chlamydia/ Gonorrhea > 
cervicitis, ascends > PID, untreated Tubo-Ovarian Abscess. 


If Tubo-ovarian abscess is suspected > |Pelvic Ultrasound. 


Note that cervical/ high vaginal swabs would take days to return, whereas 
pelvic ultrasound can be immediately performed and may show the abscess. 


Management of PID has different regiments based on local guidelines. 
Remember that Cervicitis alone is different from PID. 


Remember the following lines of treatment 


© Antibiotic Regimens for Cervicitis alone (not PID): 


@ In PID “Pelvic Inflammatory Disease” — (@p) 
Ceftriaxone + Doxycycline + Metronidazole 
(This is just an example or a regimen the guidelines are variable) 
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@ Note: 

Cervicitis “presents with Vaginal Discharge” does not ascend upwards to the pelvic 
structures. So, there is no pelvic pain. 

In contrast, PID involves Adnexa and other genital structure; hence, pelvic pain, deep 
dyspareunia, cervical motion tenderness. 


5 Ds of Endometriosis 

¢ Dysmenorrhea (Painful Periods). 
¢ Dyspareunia (Painful intercourse). 
¢ Dyschezia (Painful Defecation). 

e Dysuria. 

¢ Dull chronic pelvic pain. 


- NSAIDs/ Paracetamol > First-line for pain. 
- Atrial of COCPs is given if the fertility is not an issue. 
- Laparoscopy is the investigation of choice. 


If similar (not exact) presentation with fever, 7* WBCs, Cervical excitation 
> Think of PID “Pelvic inflammatory disease). 
> (CDM for Rx: Ceftriaxone + Doxycycline + Metronidazole) 


After initiating Depo-Provera 2 months ago, a female presents 
complaining of unscheduled bleeding. 


> |Reassure and advice to return if bleeding become problematic. 


The majority of females who start Depo-Provera (Progesterone-only IM 
injections taken once every 3 months “12 weeks”) tend to have intermenstrual 
spotting. This usually settles after a year of Depo-Provera use. 
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If bleeding becomes bothersome 
> COCP “for 3 months” or Mefenamic acid “for 5 days” (while she is still on 
Depo-Provera) 


Remember, 
¢ Depo-Provera should be avoided in females < 20 YO. 


¢ Depo=Provera is the first-line in females with SCA and Menorrhagia. 
¢ Depo-Provera does not prevent STDs “Sexually transmitted disease”. 


¢ We should consider STIs as one of the DDx if there is intermenstrual bleeding 
(spotting between cycles). 


Urinary Incontinence Management ( 


Incontinence > Involuntary leakage of urine. 


@ he 1 ess it icon in ence 

@ Leakage of urine during activity (sneezing, coughing, laughing). 

@ The cause > The bladder outlet is weak (weak tone) and cannot counter-act 
the raised intra-abdominal pressure during activity. Also, with multiple vaginal 


deliveries > Pelvic floor muscles become weak. 


# Treatment: 
V The initial Rx of choice > (at least 8 pelvic contractions, 


3 times a day, for at least 3 months). 


vV If failed > Surgical retropubic mid-urethral tape = (|Free-tension vaginal tape) 


v If surgery is not possible > Duloxetine. 


Ome rq 2 InNCcOoOnN tin ence 


@ Leakage of urine with sensation of need to void. 
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When | feel the desire to pee, | have to go and pee! 
Or: 


When | feel a desire to pee, sometimes | slightly wet myself “Leakage” before 
making it to the bathroom! 


@ The cause > the bladder muscle (Detrusor) is overactive and thus leads to 
loss of urine. 


* Treatment: 
Vv Bladder drill (Retraining) > gradually increase the periods between voiding. 


(for 6 weeks) 


V If drugs are needed > (e.g. immediate release Oxybutynin) 


2 [Selective estrogen receptor modulator -SERM-] 


V It is used in the treatment of Breast cancer. 


V It increases the risk of Endometrial carcinoma. 


Vv It prevents bone loss (guards against osteoporosis). 


# Some studies support that when giving tamoxifen to a breast cancer patient, 


giving (Bisphosphonates) helps to reduce the risk of bone metastasis. 


¢ In patients who take Tamoxifen, the most possible alarming symptom would 


be > Vaginal bleeding (as it 7 risk of endometrial carcinoma). 


pes of Miscarriages (very important |) 


Threatened Vaginal Bleeding + Closed Cervical os + Visible fetal heart 

Inevitable Vaginal Bleeding + Opened Cervical os 

Missed (delayed) The fetus is dead before 20-week gestation. Cervical os 
is closed. (+) Vaginal bleeding. US > no fetal heart. 

© Incomplete Not all products of conception have been expelled 
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Complete Everything has been expelled 


V Threatened, there is vaginal bleeding but the os is closed (the visible fetal 
heart is threatened, expulsion may or may not occur) 


Vv Inevitable, no way to save it, the os is opened “ready” and the bleeding is 
ongoing. 


Vv Delayed (missed), the fetus is dead silently (before 20 weeks of gestation). 
The os is closed as nothing has happened. The vaginal bleeding is not always a 
feature. 


Vv Incomplete, on US, there are still products of conception inside uterus. 


ee ene, ae ee Soe, a ae 


VOUTHVvete, Ull Uo, LITE ULE US Io CIITIVLY. 


For knowledge, dead fetus: 
- Before 24 weeks gestation > Miscarriage. 
- After 24 weeks gestation => still-birth. 


For knowledge, in normal pregnancy, the fetal heart is seen at 6 weeks. 


29 | Sometimes, after cessation of COCP, amenorrhea continues, 
normally, for 3-6 months. 


¢ This is called > Post-pill Amenorrhea. 
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lf the amenorrhea persists for > 6 months, check FSH (especially if 
the female is < 40 YO). 


If FSH is > 25 IU/L, suspect > [Premature Ovarian Failure) (POF) 


> order another FSH after 4 weeks to confirm the Dx of POF. 


e Note, In Premature Ovarian Failure: 
FSH, LH 7 f Estradiol | (<50) j prolactin is normal. 


Note, 
Salpingitis (PID), Endometriosis, Ovarian torsions and ovarian tumours are not 


associated with Amenorrhea (cessation of menstrual cycle). 


Key | For any female in childbearing age presenting with abdominal pain 
31 | > Always check Urine Pregnancy Test 


This is because of the fear of Ectopic pregnancy as “ruptured ectopic pregnancy 
is life-threatening” ! 


@ Lower abdominal pain (usually unilateral) + Recent Amenorrhea (6- 
8 weeks) + Vaginal spotting + Cervical excitation 


> |Ectopic Pregnancy. 


Key A Quick Important Recap 


Lower abdominal pain (usually unilateral) + Recent Amenorrhea (6-8 weeks) 
+ Vaginal spotting + Cervical excitation 

> [Ectopic Pregnancy, 

(Before jumping into laparoscopy, if the patient is stable, order beta-hCc. If > 1400 
> LaparoScopy. If < 1400 > wait and observe and repeat vagina US later). 


If the patient is unstable (e.g. SBP <90) > LaparotOmy. 
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A pregnant with Hx of Caesarean Section develops profuse vaginal bleeding + 
Severe Abdominal Pain + Going into Shock (Hypotension and Tachycardia). 


> |Uterine rupture. 


@ In the late weeks of pregnancy, Painless vaginal bleeding 


> suspect (do Transvaginal US). 


@ In the late weeks of pregnancy, Painful vaginal bleeding (constant abd pain), 
Tender, hard abdomen 


> suspect |placenta abruption] (do CTG) 


A pregnant lady in third trimester presents with tachycardia + fever + Hx of 
PROM + Vaginal discharge (often offensive and yellow) 


> \suspect Chorioamnionitis. 


Lower abdominal pain, Fever, Deep dyspareunia, Dysuria and menstrual 
irregularities, Vaginal or cervical discharge, Cervical excitation 
> 


@ Dyspareunia + dysuria, frequency in > 51 YO 


> suspect |Atrophic vaginitis] (Give topical estrogen) 


Dyspareunia + dysuria, frequency + Hot flushes + Night sweats in > 51 YO 


> suspect |Postmenopausal syndrome’ (Give HRT). 


® 2ry amenorrhea after chemotherapy 


> suspect |Premature ovarian failure. 


® painless vaginal bleeding and placenta is high (not previa) 


> suspect cervical ectropion| 


For any female > 51 YO presents with Postmenopausal vaginal bleeding 
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Vv Suspect > [Endometrial Carcinoma 


(Order transvaginal US to check thickness. If thick > Hysteroscopy + Biopsy). 


° child-bearing age, Chronic pelvic pain, Dysmenorrhoea, Deep dyspareunia + 
dysuria, dyschezia 


> Suspect 


(give NSAIDs and Paracetamol > a trial of COCP > Laparoscopy “definitive”). 


lower abdominal pain and tenderness with High Fever + NO DISCHARGE. 
Additional hints > (Sexually active and doesn’t use barriers). 


>? (perform Pelvic US). 


SUDDEN severe unilateral iliac fossa pain + Nausea + Vomiting 
+ Tender mobile mass 


> (Take her to the theatre!) 


® African + Bloating + heavy regular periods + enlarged uterus 


> suspect (do transvaginal US) 


© Inability to conceive (infertility) + Obesity + Acne + 7’ LH 


> Polycystic ovarian syndrome) PCOS (order pelvis ultrasound) 


(Other features: 7S insulin “acanthosis nigricans”, 7’ androgens, menstrual 
irregularities: amenorrhea/ oligomenorrhea). 


Chronic pelvic pain, worsens by standing, worsens premenstrually + Post-coital 
ache (deep dyspareunia). 


> Pelvic congestion syndrome (it is non-organic; thus, laparoscopy is unremarkable) 


Primary amenorrhea + Cyclical pain + mass at lower abdomen 


2 Hematometral. (Accumulation of blood within uterus). 
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¢ Preeclampsia = HTN + Proteinuria (> 0.3 g/24 hr) after the 20"° week of 
gestation. 


v To control HTN > Labetalol 


¢ Eclampsia = Tonic-clonic (grand-mal) seizure + Preeclampsia 


Vv To control/ prevent seizure> |MgSO4 (Magnesium sulphate) 
If another fit? > ja further IV bolus of MgSO4 


MgSO4 regimen (important v) 


V Loading dose of MGSO4: 4 g in 100 ml 0.9% NS by infusion pump over 5-10 
min. (important) 


Vv Followed by 1 ¢/hour (maintenance) for 24 hours after the last seizure. 


Vv Recurrent seizure: either give a further 2 g MgSO4 bolus or 7 the infusion 
rate to 1.5-2 g/hour (instead of 1 g/hour) 


@ What if MgSO4 overdose develops (e.g. loss of deep tendon 
reflexes, Nausea, Vomiting, Confusion)? 

1) Stop the MgSO4. 

2) Request serum MgSO4 levels urgently. 

3) Give Diazepam (only if there is still ongoing seizure). 

4) Give Calcium gluconate (as an antidote for MgSO4). 


¢ After you have managed the seizure and the patient is stable ® Delivery. 
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Important note, 


Eclamptic fits “Seizures” can occur in the postpartum periods (rarely without a 
Hx preeclampsia — HTN and Proteinuria- However possible)! 


Key | @ On delivering a baby, with every retraction, the fetal head emerges then 
34 | retracts immediately. This is called (Turtle signs) and it is seen in (Shoulder 
dystocia). 


> |Episiotomy (can be delayed) > Rotation manoeuvres. 


Shoulder Dystocia usually occurs due to impaction of the anterior fetal 


shoulder on the maternal pubic symphysis. An should be called as 
soon as shoulder dystocia is identified and should be 
performed. This manoeuvre entails flexion and abduction of the maternal hips, 
bringing the mother's thighs towards her abdomen. This is followed by applying 


Suprapubic pressure. 


An will not relieve the bony obstruction but is sometimes used to allow 
better access for internal manoeuvres. Oxytocin administration is not indicated in 
shoulder dystocia. 


Some RFs of Shoulder dystocia 


Vv Fetal Macrosomia (> 4.5 kg). 
Vv Maternal BMI > 30. 

Vv Maternal DM. 

V Previous shoulder dystocia. 
V Prolonged labour. 
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Algorithm for the management of Shoulder Dystocia 


Discourage 
pushing 


CALL FOR HELP 
Midwife Coordinator, additional midwifery help, experienced 


obstetrician, neonatal team and anaesthetist Lie flat and move 


buttocks to edge of 
bed 


D 


McROBERTS’ MANOEUVRE 
(Thighs to abdomen) 

g 
SUPRAPUBIC PRESSURE 
(and routine axial traction) 
a 


ee 


Consider episiotomy if it will 
make internal manoeuvres 
easier 


Source: RCOG 


neremesis Gravidarum 


¢ Severe/ prolonged Nausea and Vomiting in a pregnant woman between the 
weeks 8-12 of gestation (may continue up to 20 weeks). 


¢We fear + Dehydration (therefore, |V fluid is the first initial step). 


+ + Ketonuria, Tachycardia, weight loss, Sunken eyes, | skin 
turgor, 4” prolonged” capillary refill 


¢|Possible complication 
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V Wernicke’s encephalopathy (thus, we add thiamine later in the management). 
Vv Remember, with severe vomiting, Mallory Weiss tear may occur leading to 
hematemesis. 


(Important v) 
F.A.S.T 
Fluid > Antiemetics > Steroids > Thiamine 


* First step |> (rehydration) 


Note, if low K+ (<3.5) > Give NaCl 0.9% + 20-40 mmol/L KCI 


> [antiemetic 
V baal: “zine” family e.g. Promethazine, Cyclizine. 


V Amira: IV Metoclopramide, Ondansetron 
V Exmiiars: Steroids 


& should be then considered to prevent Wernicke’s encephalopathy. 


It is recommended in the UK that pregnant women receive 


IP Vaccines > Influenza + Pertussis “Whooping cough” 


(Cough and Sneeze vaccine = Whooping cough (pertussis) and Influenza) 


Vv Note, Pertussis vaccine is not available alone, it comes as a part of the DPT 


vaccine (Diphtheria, Tetanus, Pertussis). 


Vv So, pregnant women in the UK are advised to receive Influenza and DPT 
vaccines (between 20-32 weeks of gestation). 


Stages of Labour 


Stage 1|: From the onset of true labour to when the cervix is fully dilated. 
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Vv In a primigravida, it typically lasts 10-16 hours. It has 2 phases: 

*& = 0-3 cm dilation, normally takes 6 hours. 

* Active phase = 3-10 cm dilation, normally 1 cm/hr (Acceleration of cervical 
dilatation) 


Stage 2: From full dilation to delivery of the fetus. 
Stage 3: From delivery of fetus to when the placenta and membranes have 
been completely delivered. 


V Presentation > 90% of babies are vertex. 
Vv Head enters pelvis in occipito-lateral position. 
V The head normally delivers in an occipito-anterior position. 


* Signs of labour include: 

¢ Regular and painful uterine contractions. 
¢ A show (shedding of mucous plug). 
Rupture of the membranes (not always). 
¢ Shortening and dilation of the cervix. 


A 28 YO pregnant ° at 39-week gestation presents with regular painful uterine 
contractions. He waters broker 2 hours ago. Her cervix is 4 cm dilated. 


The stage of labour > (active phase since the dilatation is > 3cm). 


A 28 YO pregnant ° at 39-week gestation presents with regular painful uterine 
contractions. He waters broker 2 hours ago. Her cervix is 10 cm dilated and 
started pushing now 


The stage of labour > 
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Stage 2: From full dilation to delivery of the fetus. 


og Important, 
If the labour is stuck (prolonged) at the first stage -latent phase- “when the 
cervix is 3 cm dilated with no further dilatation” “poor or no further progress”: 


+ perform Amniotomy “if the waters have not been broken yet” 
> give |lV drip Oxytocin “Syntocinon’ 


Key | @ Bilateral cystic masses on Pelvis US (+) Vaginal Bleeding in 1* trimester (+) 
38 | Large for date uterus (+ Hyperemesis = morning sickness) 
> think of [Hydatidiform mole “Molar pregnancy” 


¢ Also, “snowstorm” appearance of mixed echogenicity >| molar pregnancy. 


Bilateral cystic masses = Large theca lutein cysts. 


Hydatidiform mole might be “complete” or “partial”. 
If complete, the serum beta human chorionic gonadotropic (B-hCG) will be 
extremely high. This 7} hCG can lead to hyperemesis. 


Management of complete hydatidiform mole. 

Vv Surgical evacuation (Suction Curettage). The products of conception have to be 
histologically examined to confirm the diagnosis. 

Vi Check hCG every 2 weeks. (No Pregnancy is allowed until hCG is back to 
normal; therefore, strict contraception “barrier/ oral” is required. 


@ So, after surgical evacuation of hydatidiform mole 
— measure b-hCG 
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Note, Hydatidiform mole is one type of what’s called GTD [Gestational 
Trophoblastic Disease]. 


Types of GTD [Gestational Trophoblastic Disease]. 
Vv Complete hydatidiform mole. 


oo. eee ee | eee Pe oe bd ee ee ere (pm 


V PaOtlial HYUGLIUNIIUEITT Hic, 
V Gestational trophoblastic neoplasia (e.g. invasive mole, choriocarcinoma). As 
this type is malignant, chemotherapy is required. 


* Again, the US findings in hydatidiform mole: 

V Bilateral cystic masses > represent large theca lutein cysts. 

Vv Snowstorm appearance of mixed echogenicity > represent hydropic villi and 
intrauterine hemorrhage. 


(important v). 


¢ It is an advanced complication of Salpingitis (PID). 

¢ Tubo-ovarian abscess should be suspected if a female presents with: 

lower abdominal pain and tenderness with High Fever + NO DISCHARGE. 

¢ Additional hints: 

(Sexually active and doesn’t use barriers) > risk for chlamydia/ Gonorrhea > 
Cervicitis > PID > Tubo-Ovarian Abscess. 


If Tubo-ovarian abscess is suspected > [Pelvic Ultrasound. 


Note that the results of endocervical/ high vaginal swabs would take days to 
return, whereas pelvic ultrasound can be immediately performed and may 
show the abscess. 


The vitamin that, if given during pregnancy, would reduce the risk of having a 
baby with teratogenic effects (neural tube defect) is 


> Folic Acid 


Copyrights @ Plab1Keys.com 


Folic acid Dosage in Pregnancy 


The usual dose > 0.4 mg (400 ug) a day for 12 weeks of pregnancy. 


5 mg a day for 12 weeks of pregnancy if any of the following: 
v DM. 
Vv BMI > 30. 


Vv A pregnant woman taking antiepileptics. 
Vv FHx of NTD (Neural Tube Defect). 
Vv Previous pregnancy with NTD. 


5 mg for the entire length of pregnancy if: 
Vv Thalassemia or thalassemia trait. 
V Sickle Cell Disease (SCD). 


ET | 


Example, 


A pregnant female on antiepileptic medication. 


> |Give folic acid 5 mg daily for 12 weeks of pregnancy. 


Rarely, hysteroscopy can cause uterine or tubal perforation. The patient would 
present with Abdominal pain/ Rigidity, Hypotension and Tachycardia due to 


intra-abdominal bleed. If this is the case, the “initial” next step would be 


> |Ultrasound abdomen and pelvis. (Not CT! we cannot wait as Laparoscopy/ 


laparotomy might be the next step after US). 


Painless vaginal bleeding after sexual intercourse in the third trimester 
gestation © + everything else is normal 


> \Placenta Previa. 
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Rhesus negative 


Vv A basic understanding of the pathophysiology is essential to understand the 
management of Rhesus negative pregnancies. 

Vv Along with the ABO system, the Rhesus system is the most important antigen 
found on red blood cells. The D antigen is the most important antigen of the 
rhesus system. 

v Around 15% of mothers are rhesus negative (Rh -ve) 

v If a Rh -ve mother is pregnant with a Rh +ve child, a leak of fetal red blood 
cells may occur > this causes anti-D IgG antibodies to form in mother. This is 
called (Rhesus Ilsoimmunisation) “this 9 has become sensitised”. 

Vv In later pregnancies, these Anti-D antibodies can cross the placenta and 
cause haemolysis (Anemia) and Hydrops Fetalis (Oedema) in the fetus. That’s 
why in the next pregnancies, they are given prophylaxis Anti-D injections. 


A pregnant mother with Rh -ve has been found to have Rhesus 
lsoimmunisation (Anti-D Antibodies), developed due to her pregnancy with a 
Rh +ve baby in the past, we need to 


+ [Assess the fetal Middle Cerebral Artery “MCA” on Ultrasound] 
This allows us to estimate the fetal Hb (The severity of Anemia). 

Vv If MCA assessment is abnormal 

> Fetal cord blood sampling (to quantify the Hb). 


Example 2: 


A mother with (A -ve) blood group has just delivered her second baby who 
soon develops severe jaundice. She has never received any IM injections 
during her previous pregnancy. 


The baby’s cause of jaundice is likely > [Rhesus incompatibilit 
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(Rhesus isoimmunisation “Anti-D Antibodies” > Hemolysis > Jaundice). 
This rhesus -ve mother has likely developed Anti-D antibodies (from the 
previous pregnancy with a rhesus +ve baby) and she did not receive IM 
prophylactic Anti-D immunoglobulins. So, the Anti-D antibodies crossed the 
placenta and attacked the fetal blood causing hemolysis and thus jaundice. 


IMPORTANT, 
Anti-D immunoglobulin should be given (but always 
ithin 72 hours) 


® Causes of jaundice in the first 24 hrs 


v Rhesus haemolytic disease (Rh incompatibility) 

v ABO haemolytic disease (ABO incompatibility) 

Vv Hereditary spherocytosis 

Vv Glucose-6-phosphodehydrogenase (G6PD) deficiency. 


** The Rest is for Reading (For general medical knowledge) ** 


¢ Test for D antibodies in all Rh -ve mothers at booking. 
¢ Give anti-D to non-sensitised Rh -ve mothers at 28 and 34 weeks. 
¢ Anti-D is prophylaxis - once sensitization has occurred, it is irreversible. 


Anti-D immunoglobulin should be given as soon as possible (but always within 
72 hours) in the following situations: 

e delivery of a Rh +ve infant, whether live or stillborn 

¢ any termination of pregnancy 

e miscarriage if gestation is > 12 weeks 

¢ ectopic pregnancy 
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¢ antepartum haemorrhage 
¢ amniocentesis, chorionic villus sampling, fetal blood sampling 
e abdominal trauma 


Tests 

All babies born to Rh -ve mother should have cord blood taken at delivery for 
FBC, blood group & direct Coombs test 

Coombs test: direct antiglobulin, will demonstrate antibodies on RBCs of baby 


Affected fetus 

oedematous (hydrops fetalis, as liver devoted to RBC production, albumin falls) 
jaundice, anaemia, hepatosplenomegaly 

heart failure 

kernicterus 


Treatment: transfusions, UV phototherapy 


° > Chronic usually cyclical pelvic pain + Dyspareunia + Often 


(Dysuria and Dyschezia). 

° Dx > Laparoscopy (the gold-standard). 

° Rx —> NSAIDS and Paracetamol/ a trial of COCP, IUS 

° Surgical laparoscopic excision of the endometrial tissues. 


The risk for a female to get pregnant after laparoscopic tubal sterilisation is 


- (0.5%) 


In those who have undergone Laparoscopic Tubal Ligation, 1 out of 200 ladies 
may get pregnant. 


The contraceptive method with the lowest failure rate is 


> |Mirena = levonorgestrel I1US| (0.2%, even better than laparoscopic tubal ligation!) 
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The Absolute risk of ectopic pregnancy in Mirena users: 


+ |None 


V The “Absolute Risk” of ectopic pregnancy does not increase with using IUS or 
any other contraceptive methods. 


af Liawsrainar AAizanan inervarcae tha “BDalaéinenm Diel” Af arwbania ArArArnm: AAANHIAAX 
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that if a female on IUD/IUS gets pregnant, she has an increased risk that this 
pregnancy is ectopic (1:20) (Relative Risk, not Absolute Risk). 


* Confused? Just memorise that: 


¢ No contraceptive method increases the Absolute Risk of ectopic pregnancy. 
¢ Mirena (IUS/IUD) increases the Relative risk of Ectopic pregnancy. 


Remember, 


@ Preeclampsia = HTN + Proteinuria (> 0.3 g/24 hr) after the 20th week of 
gestation. 


Vv To control HTN > IV Labetalol 
@ Eclampsia = Tonic-clonic (grand-mal) seizure + Preeclampsia 


Vv To control/ prevent seizure> MgSO4 (Magnesium sulphate) 
If another fit? > a further IV bolus of MgSO4 


Interpretation of Abnormal Cervical Smear: 


* Cervical (Cervix) Cancer Screening: 

v (Pap smear — Cervical smear: Cytology, HPV) 
Vv 25-49 YO > every 3 years. 

Vv 50-64 > every 5 years. 


Result Management 

Inflammatory Repeat Cervical Smear in 6 Months. 
changes WITHOUT 

Dyskaryosis 

Borderline or mild The original sample is tested for HPV 
dyskaryosis 


- if negative the patient goes back to routine recall 
- if positive the patient is referred for colposcopy 


Moderate Consistent with CIN Il. Refer for urgent colposcopy (within 2 weeks) 
dyskaryosis 

Severe dyskaryosis Consistent with CIN Ill. Refer for urgent colposcopy (within 2 weeks) 
Suspected invasive Refer for urgent colposcopy (within 2 weeks) 

cancer 
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Inadequate Repeat smear - if persistent (3 inadequate samples) 
sample > assessment by colposcopy 


CIN = Cervical Intraepithelial Neoplasia 


Women who have been treated for CIN1, CIN2, or CIN3 should be invited 6 
months after treatment for ‘test of cure’ repeat cytology in the community. 


IMPORTANT, 
If the cervical smear shows inflammatory changes WITHOUT any dyskaryosis 


> |Repeat cervical smear in 6 months'to ensure that the inflammation has 


resolved. 


In short, Abnormal cervical smear management: 


Inflammatory changes WITHOUT Dyskaryosis > Repeat Cervical Smear in 6 Months. 


® Borderline or mild dyskaryosis > The original sample is tested for (HPV). 
if positive > colposcopy. 


Moderate/ Severe dyskaryosis or suspected invasive cancer > Urgent colposcopy 
(within 2 weeks). 


Inadequate sample > Repeat smear - if persistent (3 inadequate samples) > 
colposcopy. 


Termination of preqnanc 


Legal below the 24'* week of gestation in the UK. 
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In England, Scotland and Wales, a pregnant lady can legally have an abortion at up 
to 23 weeks and 6 days of pregnancy, in line with the Abortion Act 1967. 


“This limit does not apply in cases where it is necessary to save the life of the woman, 
there is evidence of extreme fetal abnormality, or there is risk of serious physical or 
mental injury to the woman” 


Key points 
v Two registered medical practitioners must sign a legal document {in an 


=» i —_ 


emergency, only one is needed). 
v Only a registered medical practitioner can perform an abortion, which must 
be in an NHS hospital or licensed premise. 


For Reading, 

The method used to terminate pregnancy depend upon gestation 

¢ less than 9 weeks: mifepristone (an anti-progestogen, often referred to as 
RU486) followed 48 hours later by prostaglandins to stimulate uterine 
contractions 

¢ less than 13 weeks: surgical dilation and suction of uterine contents 

# more than 15 weeks: surgical dilation and evacuation of uterine contents or 
late medical abortion (induces 'mini-labour') 


An ethical concept pops up :D 


Ifa 2 < 16 YO is pregnant and she is aware of all of the procedure’s aspects and 
insists on terminating her pregnancy. 


> lher consent is valid. 


Vv In a pregnant female below the age of 16 (12-15), their consent for 
termination of pregnancy is accepted “valid” if: 
They understand all aspects of the procedure. 
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¢ Their physical or mental health is likely to suffer if they do not receive 


termination. 


Some causes of Amenorrhea: 


> everything is normal (LH, FSH, Estradiol, Prolactin). 
> TLH and FSH (LH: FSH ratio is 2 2:1) ] normal or 7 Estradiol. 


Premature ovarian failure 7 FSH (in 2 separate occasions), 4. LH, \ Estradiol. 
© Turner’s and Absent ovaries > 7. FSH, 7 LH, \ Estradiol. 


¢ One of the features of Turner’s syndrome (45 XO) is ovarian failure (dysgenesis). 
Thus, estrogen is low (no working ovaries to release). The anterior pituitary 
secretes LH and FSH excessively to stimulate the release of the low estrogen. 


¢lf a young lady presents with Primary Amenorrhea (She has never begun to have 
menstrual cycles in the first place) and her LH, FSH, Estrogen are normal > 
Suspect absent uterus e.g. congenitally as in Millerian agenesis. 


Key | The most important risk factors in the following cancers: 
50 | ¢ Ovarian > Family Hx. 

¢ Urinary bladder > Smoking. 

¢ Colorectal > Age 


RFs of Ovarian cancer: 

Vv FHx: mutation of BRCA 1 or BRCA 2 genes. 

V increase in ovulations (early menarche, late menopause, nulliparity). 
Vv Age. 


As anything increases the ovulations will increase the risk of ovarian cancer, the 
things that decrease ovulations (e.g. Pregnancy and COCP) will reduce the risk of 


ovarian cancer (Protective against ovarian cancer). 
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Key | @ Any pregnant woman presents with features suggesting DVT “Deep Vein 
51 | Thrombosis (e.g. pain/ swelling of calf muscles) 


Start > Low molecular weight heparin |LMWH (enoxaparin) until DVT is ruled out! 


Neonatal Jaundice 


¢ Jaundice in the first 24 hrs is always pathological 


© Causes of jaundice in the first 24 hrs 


v Rhesus haemolytic disease (Rh incompatibility) 

v ABO haemolytic disease (ABO incompatibility) 

Vv Hereditary spherocytosis 

Vv Glucose-6-phosphodehydrogenase (G6PD) deficiency. 


© Jaundice in the neonate from the is common (up to 40%) and 


usually . It is more commonly seen in breast fed babies 


¢ If there are still signs of jaundice after 14 days of delivery, a prolonged 
jaundice screen is performed, including: 

V conjugated and unconjugated bilirubin: the most important test as a raised 
conjugated bilirubin could indicate biliary atresia which requires urgent surgical 
intervention 

V Direct antiglobulin test (Coombs' test) 

v TFTs (Thyroid function tests) 

v FBC and blood film/ urine for MC&S and reducing sugars/ U&Es and LFTs 


4 aouUot J S 
Vv Biliary atresia 
v Hypothyroidism 

Vv Galactosaemia 

v Urinary tract infection (UTI) 
Vv Breast milk jaundice 
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Vv Congenital infections e.g. CMV, toxoplasmosis 


Key |Remember, in a suspected case of ectopic pregnancy (e.g. lower abdominal 
93 | pain and tenderness, +ve pregnancy test with empty uterus, cervical motion...) 


¢ If the patient is hemodynamically “stable” 
+ (Check Human chorionic gonadotropin (b-hCG) 


- If b-hCG < 1400 > Wait and Observe (unlikely ectopic pregnancy). 
- If b-hCG > 1400 > Proceed to 


¢ If the patient is hemodynamically “unstable” (e.g. Hypotensive SBP < 90) 
> Urgent (Not laparoscopy)! 


e Stable > Laparoscopy 
¢ Unstable > Laparotomy 


e Eclampsia “seizures” can occur in the postpartum period. 

e Although they are very rarely seen without a Hx of HTN, Proteinuria 
(Preeclampsia), eclamptic fits can still occur solely! 

Heavy vaginal often irregular bleeding usually > 40 YO 

> Suspect endometrial hyperplasia 

> Transvaginal US 

Thick endometrium?? 


> Hysteroscopy + Sampling 


If endometrial hyperplasia without atypia is confirmed by histology, 
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The first line > |Mirena (levonorgestrel -progesterone- intrauterine device) 


(Progesterone > regress the thickness that was caused by excess estrogen). 


SUDDEN severe unilateral iliac fossa pain + Nausea + Vomiting 
+ Tender mobile mass 


2 (Take her to the theatre!) 


< 40 YO + Amenorrhea + hot flushes and night sweats 

> suspect POF (Premature ovarian failure) 

FSH should be measured in 2 separate occasion with 4 weeks apart. 
If in both > POF 


> |Give HRT until the age of 51 Years). 


Fibroids 


¢ Fibroids are benign smooth muscle tumours of the uterus 


¢ Types > (projects into uterine cavity)/ (project into 


the outside of uterus/ |Intramurall (within the muscle layer of the uterus) 
¢ The commonest type > Intramural 


¢ Fibroids are rare before puberty, develop in response to oestrogen, don't 
tend to progress following menopause. 


¢ Features 

V more common in Afro-Caribbean women 

Vv may be asymptomatic 

Vv menorrhagia 

Vv lower abdominal pain: cramping pains, often during menstruation 
Vv bloating 
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V urinary symptoms, e.g. frequency, may occur with larger fibroids 
V subfertility 


¢ Diagnosis — Transvaginal ultrasound 


¢ Points on Fibroid Management: \ 
& The best option if the female does not want to get pregnant and the fibroids 
are small and do not distort the uterine cavity + Menorrhagia 


2 Mirena (IUS)| “it shrinks fibroids, manage bleeding”. 


& The best option if the female still needs to get pregnant (to save fertility) 

= 

Q) Abdominal or Hysteroscopic myomectomy?? 

A) Well, if there are subserosal fibroids (Projecting into outside of the uterus) 
> “Abdominal” approach would be better. 


¢ Other options: 

v Hysterectomy > (the most successful option) 

Vv Uterine artery embolization > (can save fertility as well; however, 
myomectomy is preferred) 

v Endometrial ablation (only if fibroids are < 3 cm in diameter. It does not save 
fertility). 

Vv GnRH agonist > used prior to surgery to J perioperative bleeding. 


Q) which test is used to assess the ovulation in a female 
with 28 days regular cycles? 


A) [Day 21 Progesterone level (mid-luteal progesterone level, which is 1 week 


before the expected menstrual cycle) 
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We assess the ovulation at the mid-luteal progesterone level. This occurs 1 
week (7 days) before the onset of the menstrual cycle. So, we subtract (-7). 


If the cycles are at 28 days > (28-7 = day 21 progesterone). 
If regular at 31 days > (31-7 = day 24 progesterone). 
If regular at 35 days > (35-7 = day 28 progesterone). 


Important! 
If progesterone levels are taken on an inappropriate day 
> Wrong results with wrong interpretation (will mask a possible anovulation)! 


A couple trying to conceive for 2 years. The wife has a regular 32-day menstrual 
cycle. What is the most appropriate test to assess ovulation? 


32-7 =25 


So, > |Day 25 Progesterone. 


If the progesterone > 30 nmol/L > there is ovulation and thus no further 
biochemical assessment is required. 


¢LH and FSH are usually required if there are menstrual irregularities. 


This is to rule out conditions such as premature ovarian failure (the FSH and LH 
will be high, specifically FSH will be high at 2 separate occasions with 4 weeks 
apart), PCOS (LH: FSH ratio is > 2:1, both are high), hypogonadotropic 
hypogonadism (both LH and FSH are decreased). 
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The safest antihypertensive on pregnancy 


> Labetalol 


Retained products of conception can lead to uterine infection ([Endometritis) 
“presents with fever and foul-smelling vaginal discharge + bleeding”. 
“Emergency C-section and prolonged labour are risk factors)”. 


evere placental abruption + IUFD > DIC > Postpartum hemorrhage\. 


Hydatidiform mole ¢ Snowstorm appearance of mixed echogenicity 
¢ Bilateral cystic masses (Large theca lutein cysts) 


PCOS Multiple follicles/ cysts 


¢ Iceberg tip sign 

@ Dermoid Cyst ° Flat-fluid level 
¢ Mostly, unilocular 
¢ Dermoid mesh 


© Ovarian Endometrioma | * Ground-glass appearance 
¢ Thick wall unilocular cyst 


 farercton Sea een e Echocenic tithercle nroiectins into cvct liimen 


Ce ee) ee) eee ee a a i tr re De I a i ir I mere pe ee 
© Tubo-ovarian abscess | Multilocular, separations, irregular thick walls 
Echogenic debris in the pelvis 


Remember, 

v After evacuating hydatidiform mole and examining it histologically 

> measure every 2 week until it goes back 
to normal. 

Vv As long as the hCG is elevated, no pregnancy should happen (contraception is 
indicated). 


Polycystic Ovarian Syndrome (PCOS) 


© Features 
@ 7 LH (LH: FSH ratio is > 2:1). 


¢ 4 Insulin > insulin resistance > Acanthosis Nigricans (brown/ black skin 
hyperpigmentation on skin folds e.g. axilla, groin. 


¢ 7 Androgen > Acne, Hirsutism 
# Amenorrhea/ Oligomenorrhea. 
¢ Infertility/ Subfertility. 

Obesity. 


Investigation > Pelvis Ultrasound 


© Management 

4 Generally, > Weight loss 

# For menstrual irregularity > Weight loss, COCP, Levonorgestrel IUS (Mirena). 
4 For infertility > Weight loss, Clomifene citrate “first line” + Metformin. 


Other: laparoscopic ovarian drilling 
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|” 


Important, even if the fertility is the issue, the “initia 


of infertility is still > Weight loss 


step in the management 
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Vaginal spotting is common after initiating hormonal contraception (e.g. COCP). 
¢ if within the first 3 months > Reassurel 
¢ if continues > 3 months > consider to another contraceptive method. 


+ > HTN + Proteinuria > 0.3 g/24 hr after 20" week gestation. 


(Cer ebeceael ma] saccieiiea) —> New hypertension after 20" week gestation 


without significant proteinuria (i.e. proteinuria < 0.3 g/24 hr). 


+ > Preeclampsia + Fits (Seizures) “fits can occur solely” 


+ essere —> Severe/ prolonged Nausea and Vomiting ina 


pregnant woman between the weeks 8-12 of gestation (may continue up to 20 
weeks). 


Female ae at 25 weeks gestation with HTN and proteinuria 
(0 5 g/ 24hr) > Preeclampsia 


Vv Female presents at 25 weeks gestation with first time HTN and 
proteinuria (0.2 g/ 24hr) > |Gestational hypertension. 


© Quick points on management: 


v Preeclampsia, gestational HTN > Labetalol 
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v Eclampsia > Magnesium sulphate (for ongoing fits and to prevent fits). 
Further bolus can be given. 


Vv Hyperemesis gravidarum > IV fluids (for dehydration) > 
Antiemetics (cyclizine, promethazine), still? IV antiemetics (ondansetron, 


metoclopramide). 


Common Tumour Markers 
Breast Cancer CA 15-3 
Ovarian Cancer CA 125 
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Colorectal Cancer CEA “Carcinoembryonic Antigen” 
Prostatic Cancer PSA “Prostate Specific Antigen” 
Liver (HCC) AFP “Alpha-fetoprotein” 
Teratoma (e.g. of testicles, ovaries) AFP “Alpha-fetoprotein” 
Testicular Seminoma LDH (Lactate Dehydrogenase) 


¢ Any pelvic/ adnexal mass in a postmenopausal woman should raise suspicions 
of ovarian cancer as the ovaries at this age should be atrophied. 


RFs of Ovarian cancer: 

V FHx: mutation of BRCA 1 or BRCA 2 genes. (the most important RF). 
Vv increase in ovulations (early menarche, late menopause, nulliparity). 
Vv Age. 


¢ Protective factors > Pregnancy, COCP. 
¢ Other features > chronic Abdominal discomfort, Bloating, Palpable pelvic/ 


adnexal mass (non-tender, solid, irregular, fixed), early satiety, 1 urinary 
urgency/ frequency. 
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* Itchy, tender white plaque of vulva (becomes itchier at night) 


> [Lichen Sclerosus |(V Topical steroids Iv Follow up). 
#& White Thick discharge > \Candida (Vaginal Thrush). (Topical clotrimazole). 


* Yellow-greenish offensive discharge + vaginal itching + Strawberry Cervix + 


pH > 4.5 > |Trichomonas Vaginalis (Trichomoniasis)|. (Metronidazole) 


* Offensive discharge Without itching + fishy smell + pH > 4.5 


> Bacterial Vaginosis (Gardnerella Vaginalis)|. (Metronidazole) 


7-1 omeelira-eideaey iteleeenrs (also Known as pelvic vein incompetence) 

¢ A chronic medical condition in women caused by varicose veins in the lower 
abdomen. 

¢ The condition causes chronic pelvic pain, often manifesting as a constant dull 
ache, which can be aggravated by standing. 

# Women with this condition experience a constant pain that may be dull and 
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after long periods of standing, and sufferers get relief when they lie down. 

¢ The pain is worse during or after sexual intercourse, and can be worse just 
before the onset of the menstrual period “Premenstrually”. 


Chronic pelvic pain, worsens by standing, worsens premenstrually + Post-coital 
ache (deep dyspareunia). 


> Pelvic congestion syndrome 


(it is non-organic; thus, Ultrasound and laparoscopy are usually unremarkable) 


Premenstrual syndrome 
71 
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® Premenstrual syndrome describes the emotional and physical symptoms that 
women may experience prior to menstruation. 


Common symptoms > anxiety Il stress | fatigue l mood swings. 


Remember, 

¢ Hx of DVT contraindicates the use of COCP. 

¢ Other important RFs of COCP use: 

obesity, smoking, HTN, Hx of thromboembolism, migraine with aura, postpartum. 


¢ The best option for a woman with Menorrhagia + Fibroids that do not distort 
the uterine cavity 


> |Levonorgestrel-releasing intrauterine system (Mirena). 


Remember, 
In recurrent miscarriages mainly in the first trimester > Suspect 
antiphospholipid syndrome. 


To prevent further miscarriage 


> [LMWH + Aspirin 


There is a difference between menopause and perimenopause: 


Vv > 12 consecutive months have passed since the last menstrual 
cycle near the age of 50. 


Vv > still menstruating but may be irregularly or heavily near 


the age of 50. + Other vasomotor symptoms. 


(Note that it differs based on local guidelines. These are common examples) | 
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Outpatient — (OM) 

¢ Oral Ofloxacin + oral Metronidazole 

or 

¢ Intramuscular ceftriaxone + oral doxycycline + oral metronidazole 


© Inpatient — (CDM) 
Ceftriaxone + Doxycycline + Metronidazole 


Note that a failed trial of at home-management (outpatient) e.g. due to non- 
compliant patient necessitates admission and treatment with 
IV ceftriaxone + Oral Doxycycline. 


If a compliant patient received full outpatient management and presents with 
same PID features with higher fever 


> suspect tubo-ovarian abscess and order Pelvis Ultrasound to confirm Dx. 


After finding a mass on US > Laparoscopy would be done. 


Remember, 


e Leakage of urine on coughing/ laughing/ sneezing 


> Stress incontinence (weak pelvic floor muscles mainly due to multiparity) 
> Pelvic floor exercise (first line) 


e Leakage of urine when feeling the desire to urinate (wet themselves before 
making it to the bathroom) 


> (Overactive detrusor muscle). 
> Bladder retraining (first line) 
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Key | Do not forget the features of 
77 |v Large for date uterus. 


Vv Myperemesis (morning sickness): aue to excessive “[‘nCG. 
V Vaginal bleedings in the first trimester. 
V passage of vesicles through vagina. 


Vaginal Bleeding in 1* trimester (+) Large for date uterus (+ Hyperemesis = 
morning sickness) 

> think of 

> Ultrasound 

Snowstorm appearance Bilateral cystic masses (theca lutein cysts) 


> Surgical evacuation > histological examination of the evacuated products > 
measure hCG 2 weekly and contraceptive methods until hCG becomes normal. 


Key 


78 | |mportant, 


As a junior, never prescribe any pain relief for a pregnant woman other than 


Paracetamol |Irrespective of site and severity of pain! 
(only Paracetamol is allowed to be prescribed to a pregnant ° by FY2 doctor). 


If other more potent analgesics are needed, consultants should be involved. 


Note: Chlamydial infection is the most common Sexually Transmitted 
Infection “STI” in the UK. It is cause by Chlamydia Trachomatis. 


An 18 YO ° with new sexual partner presents with: 
Vaginal Discharge, Post-coital bleeding, Red and Inflamed vulva and cervix, 


tender pelvis but non-tender abdomen. 


Vv The likely Dx > Chlamydial Cervicitis. 
Vv Rx? > ABCD: Azithromycin Before Chlamydial Doxycycline 
(Azithromycin or Doxycycline). 
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Vv The likely cause in this case? > infection with new partner. 


# Why not Cervical Ectropion? 
Cervical Ectropion presents only with post-coital bleeding. No other 


problems. Resolves spontaneously but if treatment is required > 


Cauterising with silver nitrate. 


A 22 YO 9 with presents with Vaginal Discharge, Post-coital bleeding, 
intermenstrual bleeding. She is sexually active and does not use any form of 
contraception. 


The most appropriate investigation > 


Endocervical swab. 


Anotner correct answer ~7 VUlvOVaginal SWad (not vaginal Swap}. 


V This is a likely case of cervicitis (either due to Chlamydial or N. Gonorrhea). 
V we perform > Endocervical swab or vulvovaginal swab. 


V Whether this is a case of cervicitis or PID, we shall screen for Chlamydia and 
N. Gonorrhea in both cases. 


V Cervicitis if left untreated > ascending infection > Salpingitis (PID) 
(similar origin) 


V Pelvis Ultrasound is needed if pelvic abscess or tubo-ovarian abscess is 
suspected where there has become lower abdominal tenderness, higher fever, 
prolonged untreated or failed treatment of PID or Hx of PID (as seen 
previously). 


When to use Vaginal swab? 
If recurrent symptoms after treatment, failed treatment, in pregnancy, 
postpartum, post-abortion, post-vaginal instrumentation 
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Key 
82 


¢ In normal pregnancy, the fetal heart is seen on Ultrasound at 6 weeks. 


¢ In a distressed fetus, suspected threatened miscarriage, vaginal bleeding after 
week 6 with closed cervix, the “next” step to determine the fetal viability is 


> Transvaginal Ultrasound. 


Missed (Lost) intrauterine device threads (cannot be seen on speculum 


examination)? 


> Transvaginal” Ultrasound). (better than abdominal US). 


Still cannot locate the IUD? 


> Abdominal X-ray. 


Important, 


Macrolides e.g. (Erythromycin) is safe during pregnancy. 


is Anti-Folic acid; thus, it is contraindicated in the first 


trimester of pregnancy. It has risk for teratogenicity (Neural Tubal Defect). If 


ee oe en a | oe ee ee a ee ens 


Motu, 2 ls PUL ACIU SHIUUIU VO SIVel. 


in is contraindicated (Near term), risk of Neonatal hemolysis. 


Ciprofloxacin is better avoided during pregnancy (risk for arthropathy). 
Near term = 1 week before and 1 week after the estimated date of delivery. 


What alternatives for UTI are safe in pregnancy? 
Amoxicillin, Cefalexin, Macrolides 
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Key | # First trimester (up to 13-14 weeks), do not give Trimethoprim. 


83 
¢ Near term = 1 week before and 1 week after the estimated date of delivery. Do 


not give Nitrofurantoin. 


A 31 YO female with a 5-week amenorrhea was found to be pregnant. She has 
dysuria, frequency and lower abdominal pain. Urine dipstick is +ve for nitrates and 
leucocytes. She received a 3-day course of Nitrofurantoin; however, the symptoms 
persist. She penicillin allergic (rash develops after penicillin intake). Which one of the 
following antibiotics is appropriate for her case? 


¢ Nitrofurantoin? > Nope! ©) She has already tried it and has not improved. 
(may be the organism is resistant to nitrofurantoin). (Remember, Nitrofurantoin is 
contraindicated Near term). 

¢ Trimethoprim? > Nope! ©)It is contraindicated in the first trimester as it is 
folic antagonist (teratogenic). (however, if no alternative, we could use it with adding 
5 mg Folic acid). 

¢ Ciprofloxacin? Nope! ©) It is better avoided during pregnancy (arthropathy 
risk). 

¢ Amoxicillin? Nope! GQ She is allergic to penicillin. 

¢ Co-amoxiclav? Nope! Co-amoxiclav is (Amoxicillin + Clavulanic acid), and 
she is allergic to penicillin. 

° Cefalexin > Yup! @@ Ff It is safe in pregnancy, Not penicillin :D 


Remember that in such a case, we need to order urine culture to identify the exact 
causative organism and to which type of antibiotics it is sensitive. 


For your knowledge, 

Note that cefalexin is a first-generation cephalosporin. In every 10 patients who are 
allergic to penicillin, 1 would be allergic to cephalosporin “Cross-reactivity”. 
Therefore, we should avoid cephalosporin if the patient is severely allergic to 


penicillin (e.g. life-threatening anaphylaxis). Here, it is just rash (allergy) and the 
possibility of being allergic to cephalosporin is 1:10. 


P450 Enzyme Inducers ' _P450 Enzyme In! it itor | 
____(CRAP GPs) |_(SICK-FACES.COM) 
Decreases Warfarin effect > JINR Increases Warfarin effect > 7. INR 


**Important V If used with COCP, no need to 
If used with COCP, a different change anything. 


contraceptive method is required (e.g. 
Depo-Provera, IUS, IUD) as these 
enzyme inducers weaken the effect of 
COCP and POP. 


* Carbamazepine * Sodium Valproate. 
* Rifampin * Isoniazid. 
* Alcohol “Chronic” * Cimetidine. 
* Phenytoin * Ketoconazole. 
* Griseofulvin * Fluconazole. 
* Phenobarbital * Alcohol (Acute drinking). 
* Sulphonylureas ¢ Chloramphenicol. 
¢ Erythromycin (Macrolides: 
Clarithromycin) 
* Sulfonamides. 
* Ciprofloxacin. 
* Omeprazole. 
* Metronidazole 


A lady on COCP has been prescribed doxycycline to manage Lyme disease. What 
should be done regarding her contraception? 


> Continue COCP with no additional contraceptive methods. 
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Doxycycline is not a hepatic enzyme inducer; thus, the effectiveness of COCP 
will remain the same. Hence, no change is required. 
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regarding her contraception? 


> |Consider additional/ changing contraceptive method e.g. Mirena, Depo-Provera. 


v Remember, Rifampin (which is one of the hepatic enzyme inducers) is one of 
the Anti-TB medications that she is going to receive. 

V Hepatic enzyme inducers (e.g. Rifampin, Carbamazepine, Phenytoin...) 
weaken the effectiveness of the COCP and POP. Therefore, other contraceptive 
method is required! 

v Note that even after finishing the course of hepatic enzyme inducers, a female 
would still need to continue using the safe contraceptive method for additional 
4-8 weeks. 


Remember, the four Anti-TB drugs are the same in pregnancy. 
Vv (RIPE) > Rifampicin, Isoniazid, Pyrazinamide, Ethambutol 
Vv These are not-contraindicated during pregnancy. 


Remember, Streptomycin should be avoided during pregnancy (Harmful to fetus) 


A quick recap 


These are contraindicated in pregnancy: 
V Trimethoprim > Cl in 1* trimester. 
V Nitrofurantoin > Cl Near term 
Vv Ciprofloxacin > Better avoided in pregnancy (a possible arthropathy risk). 
V Streptomycin 
Copyrights @ Plab1lKeys.com 


v If pregnant and presents with chlamydial cervicitis 
> give Erythromycin instead of Azithromycin or Doxycycline. 


# Enzyme inducers > () INR; | Warfarin effect), (), COCP, POP effect) 


Primary amenorrhea + Cyclical pain + mass at lower abdomen 


> [Hematometral 


Vv 1ry amenorrhea = she has never had menses before. 
Vv Hematometra = Accumulation of blood within uterus (e.g. due to imperforate 
hymen or transverse vaginal septum. 


Key | hemember, 

87 | PID is common in young age females (<25 YO) as they are usually more sexually 
active. 
Lower abdominal pain, Dyspareunia, Dysuria, Vaginal discharge 


> lendocervical swab. 


Secondary PPH 
Vv Occurs between 24 hours - 12 weeks after delivery. 


Vv due to retained placental tissue} or 


If 2 with 2ry PPH, the placenta was completely delivered, then 


> suspect lendometritis. Especially if there is fever even if mild. 
> Order lhigh vaginal swab. 


However, if one occasion of vaginal bleeding similar to menstrual blood after 
4 weeks, no fever, no irregular bleeding, no offensive smelling lochia or other 
complaints, this might be her normal period has resumed > : 
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Remember, 
Primary PPH 
Vv Occurs within 24 hours after delivery. 


Vv Most common cause is (90% of cases). Other causes include 
genital and clotting factors 


What if MgSO4 overdose develops while managing eclamptic 
seizure (e.g. loss of deep tendon reflexes, Nausea, Vomiting, 
Confusion, hypotension)? 


1) Stop the MgsSO4. 
2) Request serum MgSO4 levels urgently. 


3) Give Diazepam (only if there is still ongoing seizure). 
4) Give Calcium gluconate (as an antidote for MgSO4). 


Vv Normal ultrasound does not exclude endometriosis! 


v Remember, the gold-standard in endometriosis is > Laparoscopy. 


5 Ds of Endometriosis 
¢ Dull chronic pelvic pain. 
¢ Dysmenorrhea (Painful Periods). 


Key 
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¢ Dyspareunia (Painful intercourse). 
e + Dyschezia (Painful Defecation). 
e + Dysuria. 


Remember, 


Stages of Labour 
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Stage 1: From the onset of true labour to when the cervix is fully dilated. 


V Ina primigravida, it typically lasts 10-16 hours. It has 2 phases: 

& Latent phase = 0-3 cm dilation, normally takes 6 hours. 

@& Active phase = 3-10 cm dilation, normally 1 cm/hr (Acceleration of cervical 
dilatation) 


Stage 2: From full dilation to delivery of the fetus. 


© Stage 3: From delivery of fetus to when the placenta and membranes have been 
completely delivered. 


Examples, 

Cervix 3 cm > 1* stage — latent phase 

Cervix 4 cm > 1° stage — active phase 

Cervix fully dilated 10 cm and started pushing > the beginning of 2" stage. 


Remember, 


(leakage during coughing, laughing, sneezing) 
V First line > pelvic floor exercise. 


Vv Second line > Tension free vaginal tape or (Duloxetine) if no surgery possible. 


(when feels like to pee, leakage occurs). 
First line > Bladder training. 


Second line > Antimuscarinics (e.g. oxybutynin). 


Lactulose (osmotic laxative) is preferred over Senna (stimulant laxative) 
in Pregnancy. 


A walk to remember (©), 


e Impacted stool > phosphate enema. 
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e Hard stool > stool softeners. 


The order of interventions for constipations in general are as follow: 
1) High fibre (residue) diet + 4 fluid intake, exercise (conservative) 


2) Senna (Stimulant Laxatives). 

3) Lactulose or Macrogol (Osmotic “Bulk-forming” Laxatives) 

4) Add a prokinetic agent (such as domperidone, metoclopramide, 
erythromycin) 

5) Dantron. 

6) Seek specialist advice. 


N.B. Senna is tried before lactulose in general. 


in pregnancy, we use as Senna might 7 abdominal 
discomfort. 


# In general, > Senna 
¢ In pregnancy > Lactulose 


Severe placental abruption + Intrauterine fetal death 


— |DIC: Disseminated intravascular coagulopathy — Postpartum hemorrhage. 


Valid regimens for PID management: 


Outpatient — (OM) 

¢ Oral Ofloxacin + oral Metronidazole 

or 

¢ Intramuscular ceftriaxone + oral doxycycline + oral metronidazole 


Inpatient — (CDM) 
Ceftriaxone + Doxycycline + Metronidazole 


Note that metronidazole is essential in all examples. 
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ert e-lalelae| Mal yel-lacciriiea) —> New hypertension after 20" week gestation 
without significant proteinuria (i.e. proteinuria < 0.3 g/24 hr). 


¢ If mild: 140/90 to 149/99 > Observe, no medication is needed. (+9) 


¢ If more, 


Give Oral Labetalol “First-Line”. (Labetalol should be avoided in asthmatics) 


Alternative > methyldopa, Nifedipine. 


If a pregnant lady at > 20-week gestation presents with proteinuria (+3) and 
mild Hypertension (140/90 to 149/99) 


> Mild preeclampsia 


> Refer for a Same Day Assessment in the maternal unit. 


There is proteinuria along with the mild hypertension. We cannot neglect a case 
of preeclampsia whatever severity it has. In pregnancy, we manage any 
preeclampsia carefully! Remember, it could complicate to eclampsia and thus 
seizures and could complicate the pregnancy and necessitate urgent delivery. 


Remember, 


“Pelvic Inflammatory Disease” has a great risk for ectopic pregnancy. (Major) 


Other risk factors > Endometriosis/ assisted pregnancy/ tubal ligation/ 
previous ectopic pregnancy/ IUD (relative not absolute risk). 


Key |Remember, 
98 
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Ta eelCiheumiues, barrier contraception should be used until hCG is back 
to normal and follow up is complete. 


The routine blood tests performed at antenatal booking (usually by 10 weeks) 


HIV [Hepatitis 8) [Syphilis screen] (important v) 


Others: 
FBC (for anemia), Blood group, Rh, Hb disorders (Haemoglobinopathies). 


Abnormal cervical smear management: 


© Inflammatory changes WITHOUT Dyskaryosis > Repeat Cervical Smear in 6 Months. 


Borderline or mild dyskaryosis > The original sample is tested for (HPV). 
if positive > colposcopy. 


Moderate/ Severe dyskaryosis or suspected invasive cancer > Urgent colposcopy 
(within 2 weeks). 


Inadequate sample > Repeat smear - if persistent (3 inadequate samples) > 
colposcopy. 


Remember, 
in Eclamptic seizures (fits), we start with a loading dose, which is 


> 4 grams MgSO4 in 100 ml 0.9% Normal Saline infusion pump over 5-10 min 


MgSO04 regimen (important v) 


vi Loading dose of MGSO4: 4 g in 100 ml 0.9% NS by infusion pump over 5-10 
min. (important) 


Vv Followed by |i ¢/hour| (maintenance) for 24 hours after the last seizure. 
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Recurrent seizure: either give a further 2 g MgSO4 bolus|or 


rate to 1.5-2 g/hour (instead of 1 g/hour) 


Key | e Many of females who recently started on (Progesterone-only- 
102 | injections) or Mirena] (IUS) tend to initially have bleeding more days than usual 


and vaginal spotting between cycles. Most females become amenorrheic after 
1 year of use. 


Therefore > Reassure, 
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Ophthalmology 


Key | [TEV ef-s fom ot-adlate)F-baahy, (especially seen DM 1), Fundoscopy findings: 


Dots (microaneurysms) j Blots (hemorrhages) Hard exudates 


li )Na n-pro round rerinope 


roliferative retinopathy 


@ The above + Neovascularisation (New vessel formation) 


@ This type requires > Laser photocoagulation. 


@ Progress rapidly to blindness. 


@ Floaters in vision. 


Non-proliferative Proliferative 
diabetic retinopathy diabetic retinopathy 


Aneurysm| Hemorrhage Growth of abnormal 
Hard blood vessels 


exudate 
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The important concept to know is that once there is neovascularisation, it is 


proliferative retinopathy which needs > |Laser Photocoagulation). 


On fundoscopy of lah stata em el diite) erehainys, besides macular edema, 


hard exudates, dots and blots, one or more of the following would be a clincher: 
Arteriovenous nipping/ Copper or silver wiring/ Flamed shaped hemorrhage 
Management > Control HTN. 


Note, the Hx of uncontrolled HTN (> 140/90) + dots and blots, ischemic 


changes, hard exudates > Hypertensive retinopathy. The above clinchers may 


not always be given. 
Anterior uveitis = Iritis = Iridocyclitis 


Anterior uveitis is one of the important differentials of a red eye. It is also 
referred to as (gids. Anterior uveitis describes inflammation of the anterior 
portion of the uvea “iris and ciliary body”. 


¢ Acute onset, progressive (over a few hours/ days) 

¢ Ocular discomfort & pain (may increase with use) 

¢ Pupil may be irregular, distorted, constricted, sluggish to react. 
# Photophobia (often intense) 

¢ Blurred vision 

# Red eye 

¢ Lacrimation (watering) 

¢ Ciliary flush 

# Hypopyon; describes pus and inflammatory cells (flare and cells) in the 
anterior chamber, often resulting in a visible fluid level 

¢ Visual acuity initially normal — later, impaired 


Copyngnts @ FlaDikeys.com 


V iesrer review abe ophthalmology 
Vv Cycloplegics (e.g. Cyclopentolate) > it dilates the pupil which prevents 

adhesion between lens and iris and helps to relieve pain and photophobia) e.g. 
Atropine, cyclopentolate 


V Prednisolone eye drops > reduce inflammation. 


Photophobia 
Anterior 
chamber 
Pupil 


1OP 
Cornea 


Associations 
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Acute Iritis 


Marked 


Cells and Flare “Hypopyon” 


Irregular “distorted”, 
constricted, sluggish to 
react 

Variable 

Keratitic precipitates 


Ankylosing Spondylitis 
Reactive Arthritis 
IBD (UC, CD). 


¢ Cyclopentolate, 
¢ Atropine, 
¢ Prednisolone 


ttopickiritis” 


ij | ulcerative Bliss Crohn's disease 


Acute Angle Closure 
Glaucoma (AACG) 


Mild 
Shallow anterior chamber 


Fixed, semi-dilated 


High 

Oedema “Hazy, Dull, 
Cloudy” 

Systemic association e.g. 
Nausea and Vomiting 


¢ Acetazolamide 

¢ Pilocarpine V 

¢ beta-blockers, steroids, 
analgesics, antiemetics 

¢ Peripheral iridotomy (IP) 


A 50 YO man presents with painful, red, photophobic eye with slightly blurred 
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the anterior chamber. The pupil is sluggish to react. 


> = (Anterior uveitis) = (lridocyclitis)) “Any is correct” 


A 36 YO man presents with painful, red, photophobic eye for 24-hours. He also 
complains of blurred vision. The pupil is Irregular/ Distorted in shape. He has 
Hx of cervical spondylitis and back pain and stiffness for which he is on NSAIDs 
for the last 3 years. 


? = (Anterior uveitis) = (|lridocyclitis)) “Any is correct” 


The affect part > 


Optic neuritis 


Remember its association with Multiple Sclerosis. 


V Swollen, Pale optic disc. 

V eye pain especially on movement 

Vv Reduced vision. 

vV Reduced colour vision (initially red colour vision loss). 

Vv Sometimes, Hx of remitting and relapsing of symptoms would be given beside 
muscle weakness, exaggerated reflexes. 


¢ The affected structure is > Optic Nerve. 
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¢ Management > 


Remember, the management of Multiple Sclerosis 
Vv In acute cases (during a Relapse) (initial) > Oral or IV Methylprednisolone. 
Vv Long-term > Glatiramer acetate [or] Interferon-beta. 


Central retinal artery occlusion (CRAO) 


Vv Sudden (over seconds), painless, unilateral loss of vision, no eye redness. 
V Pale or white retina J Cherry red spots at macula fl Vessels attenuation. 


e Central retinal artery is a branch of the Ophthalmic artery which is a branch 
of the Internal carotid artery. 


Vv If a patient presents within 100 minutes of the symptoms 


> may be performed as a trial to dislodge the occlusion. 


> Then, Refer 


Central Retinal Artery Occlusion may be associated with Giant Cell Arteritis 


(Temporal Arteritis). It may be given as a hint by mentioning that the patient 
complains of unilateral headaches and pain especially on chewing. 


OCT iwel in Carlie Me al Olea tifels) has a similar presentation (Sudden, 


painless loss of vision). HOWEVER, 


v “Central retinal ARTERY occlusion”, the retina is Pale and the macula shows 
Cherry red spots + Attenuation of vessels. 


v “Central retinal VEIN occlusion”, the retina is haemorrhagic “often flame- 


shaped scattered hemorrhages” and the macula is swollen “oedematous”. 
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Sudden painless loss of vision + Pale retina + Cherry red macula + Vessels 
attenuation 


+> CRAO “Central Retinal Artery Occlusion)’. 


Sudden painless loss of vision + Optic disc and macular edema “swelling” + 
retinal hemorrhage (flame-shaped) + engorged, tortuous veins 


> CRVO “Central Retinal Vein Occlusion)’. 


Important Hints towards [Cataract]. 


# High Myopia > a risk factor. 

# Long-term Oral Steroid intake (e.g. Asthma, COPD, RA) with progressive loss 
of vision/ DM. (Risk Factors). 

*& Glare at night > Lights appear brighter than usual. 

#& Dazzling (halos) around lights. 

& Frequent change spectacles (glasses) = refraction changes (lens problem). 

& Exposure to significant amounts of ultra violet light (with no glasses wearing). 
# Eye trauma can also cause cataract. 


A 49 YO asthmatic patient presents with lett eye reauced vision and glare 
especially at night. 


Vv The likely Dx > Steroid Induced Cataract. 
Vv The likely cause > long-term |“Oral” Steroid intake for asthma. (not inhaled)! 
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Bacterial cS Acute-closure 
Parameter conjunctivitis Keratitis glaucoma 


Vision Blurred Blurred Marked blurring 
Pain Moderate Severe Severe 
Photophobia Moderate Moderate Moderate 
Discharge Purulent with crusting None None to some None 
Injection Diffuse, spares limbus Perilimbic Perilimbic Diffuse 


Appearance of 
ees Clear Clear Clear to cloudy Cloudy 


Pupil size Normal Constricted Normal Dilated 
intraocular pressure Normal or low Elevated 


Key | Viral conjunctivitis 


¢ Redness, no pain, no discharge (or if present, it is watery -serous-), no vision 
impairment. 

¢ Commonly occurred due to URTI. 

# The commonest causative organism > Adenovirus. 


#Rx> Supportive (e.g. artificial tears). 


Scroll Down 
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Bacterial ¢ Purulent discharge 
conjunctivitis * Eyes may be ‘stuck together’ in the morning. 
# + Hx Otitis media 
+ Rx > 
V Initial > Self-care, Clean discharge using cotton wool soaked 
in water. 
Vv Severe/ Prolonged (> 1week)? Topical antibiotics drops 
(e.g. Chloramphenicol “first-line”, Fusidic acid). 
Viral e Serous “watery” discharge 
conjunctivitis * Recent URT! 
e + Preauricular lymph nodes 
° Rx —> Reassurance + Supportive management 


Allergic @ Bilateral Redness + Itching + Chemosis (swelling of 
Conjunctivitis conjunctiva + eyelids). 
# Hx of atopy or seasonal (due to pollen) or perennial (due to 
dust mite, washing powder or other allergens 
4 RX > Topical anti-histamines (first-line) 


Bacterial 


Key | A Quick Collection 


Dots, blots, hard exudates in DM 1 patient. (maybe + Hx of HTN to trick you). 


> |non-proliferative “background” retinopathy. 
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Dots, blots, hard exudates + cotton wool spots in DM 1 patient. 


> |Pre-proliferative retinopathy. 


The above + neovascularisation “new vessels” in DM 1 patient. (maybe + Hx of 
HTN to trick you to choose HTN retinopathy) 


> |Proliferative retinopathy (Laser photocoagulation) is required). 


Hx of uncontrolled HTN + any of: dots, blots, exudates, ischemic changes, 
macular edema + Arteriovenous nipping/ Copper or silver wiring/ Flamed shaped 
hemorrhage 


> |Hypertensive retinopathy. 


Sudden painless loss of vision + Pale retina + Cherry red macula + Vessels 
attenuation (maybe + Hx of HTN to trick you to choose HTN retinopathy) 


> CRAO “Central Retinal Artery Occlusion)’. > (Firm Ocular Massage) 


Sudden painless loss of vision + Optic disc and macular edema “swelling” + 
retinal hemorrhages (flame-shaped) + engorged, tortuous veins (maybe + Hx of 
HTN to trick you to choose HTN retinopathy) 


+> CRVO “Central Retinal Vein Occlusion)’. 


Sudden, painless, “transient” loss of vision + a curtain falling down his vision 


= [Amaurosis Fugax. (Transient occlusion of the central retinal artery). 


Sudden painless loss of vision + a curtain “black shadow” falling down his vision 
+ grey opaque retina that balloons forwards + RFs (e.g. Myopia). Floaters — 
Flashes — Field visual loss 


> Retinal Detachment —> Rx: Scleral Buckling. 


Night blindness (difficulty driving, tripping) + Peripheral visual loss + Hereditary 


> Retinitis Pigmentosa, 


HIV positive (homosexual, weight loss) + progressive visual deterioration + 
retinal hemorrhages and yellow exudates. 
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CMV retinitis. 


Long term steroid intake (oral steroids e.g. in asthma, COPD), Glare at night, 
Dazzling “halos” around lights. Others: exposure to UV light excessively without 
wearing glasses/ frequently changing spectacles/ high myopia trauma to eye 


> (Cataract. The cause if he is asthmatic or has COPD > (Oral Corticosteroids. 


A child presents with periorbital redness and edema + Proptosis + Ptosis + 
Restricted painful eye movement + systemic (e.g. Nausea). 


> |Orbital Cellulitis > Admit and administer IV antibiotics. 


iV | Vv Reactivation OF Varicella Zoster VIrus (VZV) In tne Upntnaimic Orancn of the 
Trigeminal nerve (5*" CN). 
Vv Conjunctivitis, Keratitis, pain around an eye, painful Vesicles/ Rash around 
an eye ...etc. 
Vv Rx > Aciclovir. 


© Careful, the affected nerve > “the ophthalmic branch’. 


Note, 

& Keratitis can be a complication of Herpes Zoster Ophthalmicus. 

& Keratitis can also be due to Herpes Simplex Keratitis (dendritic corneal ulcer), 
for which, Topic Aciclovir is uses. 


Retinitis Pigmentosc 


@ It is inherited. 
It primarily affects the peripheral retina resulting in tunnel vision. 


Features 

V Night blindness is often the initial sign 

Vv Tunnel vision due to loss of the peripheral retina (occasionally referred to as 
funnel vision) 

Vv It is progressive, meaning that it will end up with central blindness. 
Fundoscopy: black bone spicule-shaped pigmentation in the peripheral 
retina, mottling of the retinal pigment epithelium 


Hints, 
FHx, gradual loss of “peripheral” vision, especially at night, Difficult night 
driving, tripping “stumbling” at night 
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> Optic disc swelling that is caused by increased intracranial 
12 | pressure. It is almost always bilateral. 


Some causes 
Vv Space-occupying lesions. 
Vv Malignant hypertension. 


¢ The first sign is usually > venous engorgement. 


So, if a patient was found to have papilledema on fundoscopy, the affected 


part is > Optic Disc. 


Remember, in Optic neuritis where fundoscopy would show swollen pale 
optic disc with painful eye especially on movement + reduced colour vision 
especially for Red + features of MS, the affected part is 


> Dptic nerve 


Retinal detachmen 
Hints: 


Vv Sudden painless loss of vision. 
V Floaters — Flashes — Field visual loss — Fall in visual acuity > Retinal Detachment. 
Vv “A curtain falling down” or “Dark shadow over my vision”. 


© Important Risk factors may be given 
> Myopia | Extraction of cataracts surgically ] Hx of trauma a few days earlier. 


® Direct ophthalmoscope 
> Grey, Opalescent “Opaque” retina, Ballooning forward. However, optic disc 
may show normal. 
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Management: 

V Head to be tilted backward. 

Vv Surgical or mechanical reattachment (e.g. photocoagulation, cryotherapy, 
injection of expansile gas into the vitreal cavity). 


Vv Scleral buckling (belt around the sclera) “important v” 


Important Note, 

may present similarly “painless unilateral loss of vision with 
a sensation that a black curtain has come down over my vision”. 

However, Amaurosis Fugax is “transient”; usually resolved in 5-30 minutes. 

It is due to temporary retinal ischemia “transient occlusion of the central 


retinal artery”. 


A 55 YO myopic man presents with unilateral sudden painless visual loss. He 


says that he felt as a black curtain was coming down his vision. 
Ophthalmoscope reveals grey opaque retina that balloons forward. 


@ The likely Dx > Retinal detachment. 


¢ Appropriate management > Scleral buckling. 


53 YO 9 has floaters and flashed of light over the past 6 days in her left visual 
field. She has difficulty driving as she finds it difficult to see with her left eye. 


There is no pain or redness in her eyes and no Hx of trauma. Her visual acuity 
with glasses is 6/6 on the right and 6/24 on the left eye. 


The likely Dx > |Retinal Detachment. 


Vv Floaters — Flashes — Field visual loss — Fall in visual acuity > Retinal 
Detachment. 
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Key 
14 


v RF > Myopia 


Remember, 


¢ In Cataract > Glare at night { Dazzling (halos) around lights. 


¢ In Retinitis Pigmentosa > Night blindness (difficulty driving, tripping) + 
Peripheral visual loss + Hereditary 


patient with eye/ retina manifestation (e.g. progressive visual impairment). 


> think |\Cytomegalovirus retinitis] (the causative organism is CMV) 


# The question may not directly tell you that the patient is HIV positive. They 
would rather give you some hints towards HIV. Such common hints are > 
Homosexual + Weight loss. 


¢ Another hint towards CMV retinitis: 
Fundoscopy > retinal hemorrhage + yellow-white areas of exudates. 


A homosexual man with weight loss presents with progressive visual 
impairment. His fundoscopy shows retinal hemorrhage with white-yellow areas 
of exudates. 


¢ The likely causative organism > Cytomegalovirus. 


Refresh Your Memory 


Damambar that manu annartiimictir infartianc mau daavalan im a LIS anacitiuaA 


blade ett Mh litte Mite, ied vidi 


patient (immunocompromised). The following are important examples: 


Copyrights @ PlabiKeys.com 


CD4 > 200 cells/mm: 

v Oral thrush > Candida albicans. 

v Shingles > Herpes zoster. 

Vv Hairy leucoplakia > Epstein-Barr Virus (EBV). 

v Kaposi sarcoma > HHV-8 “Human Herpes Virus 9”. 


CD4 < 200 cells/mm: 

v Pneumocystis Jirovecii (Carinii) pneumonia. 

v Cerebral Toxoplasmosis. 

Vv Oesophageal Candidiasis > Candida albicans. 

v Cytomegalovirus retinitis > CMV (especially if CD 4 < 50) 


Subconjunctival hemorrhage (Bloodshot eye) 


# Symptomless. 
¢# Due to small bleed from a minor conjunctival 
vessel either spontaneously or post-trauma. 


Vv Check Blood Pressure to R/O systemic HTN. 

V If a patient is on anticoagulant > Check INR. 

Vv If spontaneous, no Hx of trauma or anticoagulation therapy 
= 


Sudden painless loss of vision + Pale retina + Cherry red macula 


+> CRAO “Central Retinal Artery Occlusion)’. 


Sudden painless loss of vision + Optic disc and macular edema “swelling” + 
retinal hemorrhage (flame-shaped) + engorged, tortuous veins 


=> CRVO “Central Retinal Vein Occlusion)’. 


Eye signs of Grave's disease, what to do? > 
1 bg 
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(Thyroid Function Tests are superior to Autoantibodies as we need to establish the 


Pe ee ee | ee eee ee Se ae Pe ae ye a ey | 


NE EN NE ee SE FE NEN TE EE Br Ne EE Ne NENT PE Pe MS IW IWOOT I* 


Graves disease 


1. Eye signs — exomphalos, 
ophthalmoplegia, lid lag 
and lid retraction 

2. Pretibial myxoedema 

3. Thyroid acropachy 


athyroid “Grave’s” Ophthalmopathy 


Vv Lid lag. v Lid retraction. V Exophthalmos. v Diplopia. 
v Restricted eye movements (Ophthalmoplegia). 


+ Other manifestation of Grave’s “Thyrotoxicosis” e.g. tachycardia, weight loss, 
sweating, agitation and nervousness, intolerance to hot weather...etc. 


The most appropriate investigation > Thyroid function tests \(TFT). 


IMPORTANT! 


Careful not to mix Grave’s ophthalmopathy up with (fall (elureemacacemriny (3° 
nerve palsy) > Diplopia, PtOsis, Mydriasis “Fixed dilated pupil’, outward and 


downward eye deviation. 


In such a case, order > CT angiography (to R/O Posterior communicating artery 


aneurysm). Others, space-occupying lesions. 
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Relative afferent pupillary defect (RAPD) 


v Also known as the Marcus-Gunn pupil. 
v Relative afferent pupillary defect is found by the 'swinging light test’. 
V It is caused by a lesion anterior to the optic chiasm i.e. optic nerve or retina. 


Finding 
¢ Both the affected and the normal eye appear to dilate (instead of to constrict) 
when light is shone on the affected eye. 


@ Firctly Licht ta the intact eve > hoth niinile canectrict 


bpgme tbe t LT Ai —ed <2) od mod ale a" Naan Romech OF Lap ad ae eae ceam apt ok) B ptaned @ prion: HH 


A Then immediately, Light to the affected eye a8 both pupils appear to dilate. 


Causes (Lesion anterior to optic chiasm; retina, optic nerve) 
¢ Retina > Retinal detachment 
Optic nerve: > Optic neuritis e.g. in multiple sclerosis (a commonly given hint). 


Very Important 


In Optic Neuritis, 
Vv Generally, and more commonly association > Central Scotoma. 
Vv If associated with RAPD “Relative afferent pupillary defect” 


> pick “Monocular visual field loss” instead of Central Scotoma. 


Note, 

- Central scotoma is also seen in Macular degeneration. 

- Monocular visual field loss is also seen in Amaurosis Fugax. 

- In optic neuritis (MS), if there is RAPD > Monocular visual field loss. 

- In optic neuritis (MS), if there is No RAPD > Central scotoma. 

- Remember: in pituitary adenoma and acromegaly — bitemporal hemianopia. 


Copyrights @ PlabiKeys.com 


- Acute angle closure glaucoma > coloured halos. 


Right eye Optic Neuritis or Retinal Detachment 
Marcus Gun Pupil “Relative Afferent Pupillary Defect RAPD” 


No Light ces Ce Plabikeys.com mips 
KEYS 


Normal gilt ull», Directing the light to the “intact” eye 
Response & > ‘ ‘> > Normal Response (pupils in both 
to Light s eyes will constrict) 


Positive Directing the light to the “affected” eye 
RAPD of > Pupils in both eyes will appear to 
Right Eye ~ dilate. 


Dots, blots exudates + neovascularisation “new vessels” in DM 1 patient. 
(maybe + Hx of HTN to trick you to choose HTN retinopathy) 


> |Proliferative retinopathy (Laser photocoagulation) is required). 


® Sudden painless loss of vision + Pale retina + Cherry red macula + Vessels 
attenuation (maybe + Hx of HTN to trick you to choose HTN retinopathy) 


> CRAO “Central Retinal Artery Occlusion)’ > (Firm Ocular Massage). 


® Sudden painless loss of vision + a curtain “black shadow” falling down his vision 
+ grey opaque retina that balloons forwards + RFs (e.g. Myopia). 


> Retinal Detachment > Rx: Scleral Buckling. 
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Unilateral severe painful, red, watery eye, headache + hard globe + sees halos + 
blurring of vision 


> \Narrow angle glaucoma > Pilocarpine eye drops| “one of the lines of Rx” 


Itchy, dry, mildly painful eyes + Reduced lacrimation (Schirmer’s test < 10 mm) 


> 
+> Use e.g. Hypromellose drop Sodium hyaluronate. 


Any of which would be a valid answer! 


Acute Dacryocystitis 
An infection of the “lacrimal sac” (at the nasal side of the lower lid). 


© Features 

Vv Watering eye (epiphora). 

Vv Swelling, pain and erythema at the inner canthus of the eye that can extend 
over the neighbouring areas. 

Vv + Mucoid discharge can be expressed from the lacrimal sac. 


@ Management is with systemic antibiotics. 
Vv Intravenous antibiotics are indicated if there is associated periorbital cellulitis. 


Acute Dacryocystitis — Left eye 
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Key | A 22 YO male presents complaining of a 3-day burning, redness and stickiness 
21 | of his right eye associated with greenish discharge. 


The likely part affected > “Bacterial Conjunctivitis” 


+ > Self-care, including gently cleaning the discharges with cotton 
wool soaked in water. 

+ > Topical antibiotic drops e.g. Chloramphenicol “which is 
bacteriostatic to both gram +ve and -ve organisms. (Topical fusidic acid in 
pregnancy). 


Central Retinal Artery Branch Retinal Artery 
Occlusion (CRAO) Occlusion (BRAO) 


| 
| 
Sudden | Not complete; but corresponds 
painless loss Complete loss of vision the area supplied by the 


of vision affected branch. 


e Pale Retina. “ischemia” A wedge-shaped area of pallor 
Fundoscopy ¢ Macula > Cherry red spots | while the rest of retina is 

“as itis supplied by a spared. 

different artery”. 

e Attenuation of vessels. 


Initially _ Attempt |Firm Ocular Massage “in a trial to dislodge the occlusion” 


Remember, 
Sudden painless loss of vision + Optic disc and macular edema “swelling” + 
scattered multiple retinal hemorrhages (flame-shaped) + engorged, tortuous veins 


=> CRVO “Central Retinal Vein Occlusion)’. 


Acute Angle Closure Glaucoma 
= Narrow Angle Glaucoma 


CHAMBER ANGLE AND PREVENTS THE PASSAGE OF 
THE HUMOR AQUEOUS FROM THE POSTERIOR TO 
THE ANTERIOR CHAMBER 


AQUEOUS CANNOT REACH OUTFLOW 
PATHWAY AND COLLECTS IN THE EYEBALL 


—) THE RESULT ISA RAPID ELEVATION OF 
INTRAOCULAR PRESSURE (IOP) 


IT ISAN OPHTHALMIC EMERGENCY AND MAY 
CAUSE PERMANENT VISUAL LOSS UNLESS 


MANAGED IMMEDIATELY AND PROPERLY. 


closed angle 


open angle A 
—_—_— 
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e Impaired aqueous outflow > 7% Intra-Ocular Pressure (74 IOP). 


° RFs +> Hypermetropia Pupillary dilatation. 


¢ Acute severely painful and red eye. 

# Headache, Blurred vision, Ocular pain. 

¢ Seeing coloured “Halos” around lights “this feature is in cataract as well” 
The pupil is semi-dilated non-reacting. 

@ 7 pupil dilatation (Mydriasis) such as when watching TV in a dark room > 
Worsens Symptoms. 


¢@ OE > Hard globe | Cloudy- dull- hazy cornea “Corneal Oedema” ] Shallow 
anterior chamber. 


# Systemic > Nausea, vomiting. 


= Medical management 


V To reduce aqueous secretions > Acetazolamide. 


V To induce pupillary constriction > topical 
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V Others: beta-blockers, steroids, analgesics, anti-emetics 
Vv After stabilising the patient, urgently refer to an ophthalmologist. 


V Peripheral iridotomy (Pl): “Preferred”. 
Vv Surgical iridectomy. 


A 47 YO @ presents complaining of severe right-sided headache. Her right eye is 
painful, red and watery. She also has intermittent blurred vision and sees 


coloured halos. + Hard globe 


V The likely Dx > |Acute Angle Closure Glaucoma) “Narrow Angle Glaucoma”. 
Vv The next step > [Measure intra-ocular pressure (IOP). 


¢ Do not get tricked thinking that this is a case of cluster headache. Even 
though the presentation is similar, cluster headache does not present with 
halos around lights. Also, cluster headache would have a Hx of recurrent 
attacks. 


After being in a dark room watching a movie with her friends, a girl has been 
brought to the ED complaining of sudden severe right eye pain and redness + 
nausea and vomiting. She has Hx of blurred vision and recurrent episodes of 

headaches. Her pupil is fixed, dilated, ovoid. 


Vv The likely Dx > |Acute angle closure glaucoma) “Narrow angle glaucoma”. 


V The likely visual symptom — (Coloured Halos\. 
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V The next step > “measure IOP”. 
V The likely affected structure > Anterior chamber. 


Unilateral severe painful, red, watery eye, headache + hard globe + sees halos + 
blurring of vision 


> \Narrow angle glaucoma) > Pilocarpine eye drops “one of the lines of Rx” 


his is an example to help you differentiate it from cluster H.|, 


While he is working at his office, a 31 YO @ suddenly developed excruciating 
headache to his left side associated with left eye pain. He experienced similar 
episodes 3 months ago. His left eye is red, swollen and with lacrimation. 


The likely Dx > \Cluster headache. 


The Management 

Management (Acute phaso} 

V 100% O2 for 10-20 minutes. 

V Sumatriptan (Nasal or Subcutaneous). 

V If first time attack > refer to specialist as it may require CT to R/O other DDs. 
1) Prophylaxis: > Calcium Channel Blockers (e.g. Verapamil) 


Excruciating = very sever, eye pain swelling redness and with lacrimation are 
features of cluster headache. The Hx of similar attacks is also important. Always 
same side. 
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Photophobia 
Anterior 
chamber 
Pupil 


IOP 
Cornea 


Associations 


Acute Iritis 


Marked 
Cells and Flare “Hypopyon” 


Irregular “distorted”, 
constricted, sluggish to 
react 

Variable 

Keratitic precipitates 


Ankylosing Spondylitis 
Reactive Arthritis 
IBD (UC, CD). 


Cyclopentolate, 
Atropine, 
Prednisolone 


Vv Common in Children 


Presentation 


Redness and swell 


ing around the eye 


(Periorbital redness and edema) 
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Severe ocular pain 


Visual disturbance 
Proptosis 


Ophthalmoplegia/pain with eye movements 


Acute Angle Closure 
Glaucoma (AACG) 


Mild 
Shallow anterior chamber 


Fixed, semi-dilated 


High 

Oedema “Hazy, Dull, 
Cloudy” 

Systemic association e.g. 
Nausea and Vomiting 


Acetazolamide 


Pilocarpine eye drops. 


beta-blockers, steroids, 
analgesics, antiemetics 
Peripheral iridotomy (IP) 


cyella oeagema and ptosis 
Drowsiness +/- Nausea/vomiting in meningeal involvement (Rare) 


Differentiating orbital from preseptal cellulitis 
Reduced visual acuity, proptosis, ophthalmoplegia/pain with eye movements 
are NOT consistent with preseptal cellulitis. 


Management > Admission to hospital for IV antibiotic 


Key Seeing Coloured Halos > Think Cataract or Acute Angle Closure Glaucoma. 


Key | Itchy, dry, mildly painful eyes + Reduced lacrimation (Schirmer’s test < 10 mm) 


4 
> Use Artificial tears) e.g. |Hypromellose drop Sodium hyaluronate. 


Any of which would be a valid answer! 


pa Important eye association! 


Ankylosing spondylitis) (morning back pain and stiffness) 


> lritis “the affected part is iris)” 
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Rheumatoid arthritis (morning stiffness and pain of SMALL joints) 
> Scleritis/ episcleritis (Acute red painful eye) “the affected part > Scleral’ 


In RA, the commonest eye association is Keratoconjunctivitis Sicca. 


Note, as RA patients are usually on long-term steroids, they may also develop 


a d “Look for cataract features such as Glare at night 
Dazzling (halos) around lights. 


Key |Refresh Your Memory “Anatomy - Eye” 
28 


Remember O:T:A 


ome iam 1 ‘ a amare mA = i= a | a ath mat a tat 1 -»th mat 


VIVCUIOMOLOr) S UN FE LIFOCMIe€al) +” UN A \ADQUCENS) OO UN 
Same side Opposite side Same side 
Dilated pupil, ptOsis Diplopia on Downgaze_Diplopia on Lateral gaze 


OTA 

Oculomotor (3"%), Trochlear (4**), Abducens (6) 
Same, Opposite, Same 

Ptosis, Downward gaze, Lateral Gaze 


Progressive J in visual acuity and peripheral visual field in an elderly (>60 YO), 
Myopic (Short-sightedness) 


> |Open angle Glaucoma). 


Features of open angle glaucoma: 


Vv (LV) peripheral visual field (nasal scotoma > tunnel vision). 
Vv () visual acuity. 

V Optic disc cupping. 

vV FHx, Black people, Myopia. 

v>60 YO 
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When to consider cataract? 

& |f there is a Hx of Steroid intake (e.g. Asthma, COPD, RA). 
@ Glare at night I Dazzling (halos) around lights. 

@ Frequent change spectacles. 


& Exposure to significant amounts of ultra violet light. 


Important Collection 


Myopia > 


4 Open angle Glaucoma, “Progressive \ visual acuity and peripheral filed 


vision in an elderly + disc cupping” 


& “Glare, Dazzling — halos-, Hx of long steroid intake”, 


@ Retinal detachment| “Floaters and Flashes + Curtain falling over vision”. 


Hypermetropia > 


@ Acute Angle Closure Glaucoma (Headache, Halos, pupil is semi-dilated, Hard 


globe, Corneal Oedema) 


Mooren’s ulcer is NOT a degenerative corneal Disease|. 


Some Degenerative corneal diseases: 
Vv Band Keratopathy. 


V Keratoconus. 
V Pellucid marginal degeneration. 
V Terrien marginal degeneration. 
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Orthopaeciics 


We are taking care of every single high-yield detail in our notes. However, you 
are advised to go over a reliable MCQ question bank so you can familiarise 
yourself with exam-type questions and easily apply our keys on your answers. 


Bone pain (e.g. in a leg) especially in young people that is unrelated to activity 
and responds quickly to NSAIDs (e.g. Aspirin) 


> |Osteoid Osteoma). “benign long bones tumour e.g. femur, tibia” 


Key | On Foot bone Fractures: 


Falling “Vertically” on feet, the likely foot bone to fracture 
=> 


(Also check for spinal Fracturs as they are also common in vertical falls) 


Stress Fracture of Foot, the likely affected bones 


> [Metatarsals, 


ay 
R = Phalange 


- Distal 
: A\\ ae Middle 
J Proximal 


/ 
Fracture = 


- 
Cuneiforms | Ee) 
ledial ! 


Me 
menmmedate ——\_ ss 
r lateral } 


Talus 


w 
Kes 
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11-15 YO Boy [[Limping |] The affected leg is shorter than the other 
| Externally rotated hip that t with hip flexion [J Painful knee/ hip/ 
thigh/ groin J Limited hip abduction. 


Growth 
plate 


Head of 


@ 
i Plabikeys.com a Painful knee/hip/thigh/groin 


Key | Sensory Loss Responsible Nerve Roots 
3 in the thigh | 2 in the shin J 2 in the foot 
e Groin and pelvic Girdle > Ll 


e Anterior thigh > 2 
e Inner (Medial) thich and dictal anterior thish > 12 
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e Inner (medial) shin > td 
e Outer (Lateral) shin + Dorsum of the foot > Ls 


e Lateral Foot > s1 


Key | Prostate cancer can metastasise to spine causing > |Cauda Equina Syndrome) > 
5 | Perianal/ groin numbness (Saddle Paraesthesia) | Inability to initiate voiding 


“urination” [J Back pain. 


Cauda Equina Syndrome 


e Cauda equina = bundle of nerves and nerve roots at the lower end of spinal cord. 
e It resembles the horse’s tail, starts from (T12/L1 to Coccyx). 
¢ Compression of the cauda equina is a surgical emergency! 


¢ Features: 

¢ Sciatica (pain along the sciatic nerve course Low back, hips, buttocks, legs). 

¢ Saddle Paraesthesia (anal/ perianal/ groin numbness). 

¢ Urinary retention (inability to void). 

¢ Fecal incontinence (inability to control bowel movements, resulting in involuntary 
soiling). 

¢ The commonest cause > Central Disc Prolapse that compresses cauda equina. 

* It is a surgical emergency 


+ [Urgent MRI 


¢ Sometimes the answer would be > Urgent referral to orthopaedic surgeon. 


¢ Urgent Surgical decompression) (to avoid persistent loss of sphincter and motor 


functions). 
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Illustration of saddle anesthesia; 
- The Ss, $4, and S3 nerves provide sensory 
innervation to the rectum, perineum, and 


a BR» oi | yyy inner thigh. 
s2 s2 


In a patient with lower back pain, the presence of (Saddle Paraesthesia)) 
warrants urgent referral to neurosurgical/ orthopaedic team for MRI. 


Vv Saves emae back pain that radiates to a leg (could be Acute sudden onset) 
Vv Lying supine with legs raised > 4 pain. (+ve straight leg raising test) 

Vv When getting up from a lying positing > 4 Pain. 

Vv Walking/ Prolonged sitting > 4S Pain 

Vv Lying down => relieves () pain. 

Vv t Nerve entrapment > Sciatica > shooting, electric shock pain moving down a 
leg (leg pain > back pain). “Back pain radiates to a lower limb” 


Next step > [Reassure and prescribe analgesic 

¢ If any red-flags or this option is not given > |MRI Spine 
See below 

+ if net's selene: , It racially resolves in 6 weeks to a few months. 


¢ NSAIDs are preferred “for pain relief”. “Describe PP! with it’. 
¢ If there is sciatica > Amitriptyline “preferred”, Gabapentin, Pregabalin. 
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¢ Important: If associated with Saddle Paraesthesia (anal/ perianal/ groin 
numbness), Fecal incontinence, urinary retention > suspect cauda equina 
syndrome and refer urgently to orthopaedics for MRI. 


(*) iene disc: 
V Herniated disc is more common in people < 40 YO. 
V Degenerative disc is more common in people > 40 YO. 


(#) The commonest site is (L5/S1 followed by L4/L5). 


Normal disc Herniated disc 


CO —_————— ee 


aise 


Vertebra 


Herniated 
disc 


Spinal canal Compressed 


Compressed 
nerve root 


a (a) s 
O:-..> @ 
Degeneration 
_ ~ ( 


NY 
Sequestration << ssruston 
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A 22 YO male presents complaining of a sudden onset severe lower back pain 
which was elicited when trying to get up. The pain % in intensity when lying 
down with legs being raised. There is also a tense electric shock like pain 
radiates down to his left leg. 


The likely Dx > [Lumbosacral disc herniation). 


Clincher — +ve straight leg raising test (+) back pain with a lower limb radiation. 


A 35 YO male presents complaining of back pain which started 2 days ago when 
he was moving to a new house. The pain radiates to his left foot and increases in 
severity when he coughs. O/E: +ve straight leg raising test, loss of deep tendon 
reflexes of his left leg, Sensory loss over the anterior knee. 


The likely Dx > |Intervertebral Disc Prolapse. 
Clincher — +ve straight leg raising test (+) back pain with a lower limb radiation. 


Note, this cannot be a (L5 nerve root compression). Remember, this patient’s 
deep tendon reflexes are lost on the affected leg. Knee reflex (L3, L4) has 


nothing to do with L5! 


Repetitive “overhead” “above the shoulder” activities. Examples: 
@ Volleyball — Tennis — Badminton player, Swimmer. 
@ Carrying heavy objects (e.g. a recent move to a new house). 


(+) 


Shoulder weakness, Pain especially on raising arm above shoulder and at night 
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Thick of > Supraspinatus Tendinitis. 


V The elderly people with osteoporosis are subjects to bone fractures 
following a trivial fall or trauma. 


An elderly + Hx of fall + Painful hip + Shortened, Externally rotated leg 


> Suspect Fracture of the Neck of the Femur. (neck, not head of the femur)! 


o We can suspect an elderly of being at a risk of Osteoporosis or already has 
Osteoporosis if he/ she is taking Bisphosphonates (e.g. Alendronate). 

a Alendronate is first-line management in Osteoporosis. 

go Osteoporosis Patients can easily get fractures particularly the neck of femur. 


« Remember, 


A child “Boy” with limping I shortened leg J externally rotated leg 

> Slipped upper femoral epiphysis. 

A child “girl” ] Breech presentation if FHx | Limping | Painless leg that is 
shorter than the other §{ Unequal skin folds 

> Developmental Dysplasia of the Hip (DDH). 

One of the commonest fractures 2ry to falling on “outstretched” hand 


> Scaphoid fracture 


(Painful base of thumb | tender anatomic snuff-box (| Ulnar deviation produces pain). 


How to manage? “important v" 


“Ub AciGy lo TVE “7 Pla VIIVUIN Ldol [Ul OU WEEKS, 
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¢ If X-ray is -ve “does not show the fracture” > |Cast and Repeated X-ray in 2 weeks. 


Developmental Dysplasia of the Hip (DDH) 
A former name: Congenital Dislocation of the Hip 


© Risk factors “Important Vv” 


Vv Female sex: 6 times greater risk (80%) M 
Vv Breech presentation 

V Positive family history M 

Vv Firstborn children 

Vv Oligohydramnios 

Vv Birth weight > 5 kg 

Vv Congenital calcaneovalgus foot deformity 


DDH is slightly more common in the left hip. Around 20% of cases are bilateral. 


Clinical examination is made using the Barlow and Ortolani tests: 
Barlow test: attempts to dislocate an articulated femoral head 
Ortolani test: attempts to relocate a dislocated femoral head 


Ultrasound is used to confirm the diagnosis if clinically suspected. 


Management 

@ Most unstable hips will spontaneously stabilise by 3-6 weeks of age. 

@ Pavlik harness (dynamic flexion-abduction orthosis) in children younger than 
4-5 months 

@ Older children may require surgery 


Vv Slipped Upper Femoral Epiphysis (SUFE) > > in ¢ “males” 
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Vv Developmental Dysplasia of the Hip (DDH) > > in 2 “females, Breech, FHx” 


© A child “Boy” with limping § shortened leg J externally rotated leg J Painful LL 


> Slipped upper femoral epiphysis. 


A child “girl” with limping J Breech presentation [FHx [[ Painless leg that is 
shorter than the other § Unequal skin fold 
> Developmental Dysplasia of the Hip (DDH). 


Normal 


Developmental Dysplasia of the Hip (DDH) 
Head of femur = Congenital Dislocation of the Hip (CDH) 


@ 
PLAB 
| KEYS 


Achilles tendon rupture should be suspected if the person describes the 
following whilst playing a sport or running; an audible ‘pop’ in the ankle, 
sudden onset significant pain in the calf or ankle or the inability to walk or 
continue the sport. 


> An acute referral should be made to an orthopaedic specialist following a 


suspected rupture. 


Diagnosis > Mainly clinically by 

Ask the patient to lie prone with their feet over the edge of the bed. 

© Look for an abnormal angle of declination. 

O Feel for a gap in the tendon. 

© Gently squeeze the calf muscles (Thompson Test) > No Plantar flexion 
(Negative Plantar Flexion), (affected leg remains in a more dorsiflexed position). 


Achilles Tendon Rupture 


@ A Sudden “pop” sound might be heard at the back of a leg whilst playing a sport. 


mA FARmmMmAR Aacerintiran “@Camaana hae leialad mus law fram hahktimnal”® 


1 ee AL Ae ea spe sewers PNET ENE NEES FES PLE ELS weep ed - Se MEEE RR Eee ee 
| @ Calf and Heel Pain. 


@ On squeezing the calf > Negative plantar flexion. 


+> Refer to Orthopaedics 


& 
PLAB_ Ss Plabikeys.com 
KEYS 


Thompson Test 


Squeezing the Calf — 
Absent Plantar Flexion. 
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12 |e acondition in which there is fixed forward curvature of one or 


more fingers, caused by the development of a fibrous connection 
between the finger tendons and the skin of the palm. 

e |t is more common in older male patients. 

e 60-70% have a positive family history. 

e Specific causes include Manual labour § phenytoin treatment alcoholic 
liver disease §traumatothe hand §DM § Smoking 

e Mechanism > Formation of thickened fibrous tissue within the palmar fascia. 

e Rx > Fasciotomy 


Scenario: 

A 38-year old man is unable to extend and straighten his 4‘ and 5" fingers (ring 
and little fingers). A firm nodule was found on the distal palmar crease in the 
same line with the ring finger. His father has a Hx of a similar condition. 


The likely diagnosis > Dupuytren's contracture. 
Machanicm —> aE Paina eel Fi padik Becca aii hk sinker eee 
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Causes 


Gender 


Age 
Typical 
affected 
joints 


Typical 
history 


X-ray 
findings 


Osteoarthritis 
Mechanical - wear & tear 


- Localised loss of cartilage 
- Remodelling of adjacent bone 
- Associated inflammation 


Similar incidence in men and women 


Seen most commonly in the elderly 


Large weight-bearing joints (hip, knee) 


Carpometacarpal joint 
DIP, PIP joints 


og Monoarthritis (Hip, Knee, Shoulder) 


o Pain following use (tired joints at 
the end of the day) 

o Improves with rest 

g Unilateral symptoms 

mg No systemic upset 

+ Crepitus 


LOSS 
4 Loss of joint space 


4 Osteophytes forming at joint margins 


@ Subchondral sclerosis 
 Subchondral cysts 
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Trigger Fingerfa|Stenosing Tenosynovitis}} 
More common in the thumb, middle, or ring finger. 


Stiffness of a finger, and snapping (click) sound when extending a flexed digit. 
A nodule may be felt at the base of the affected finger. 


Osteoarthritis and Rheumatoid Arthritis Comparison 


Rheumatoid Arthritis 
Autoimmune 


More common in women 
Seen in adults of all ages 
MCP, 

PIP joints 


o Involves > 1 joint. 
ao Morning stiffness, 
o Improves with use 
o Bilateral symptoms 
go Systemic upset 


4 Loss of joint space 

@ Juxta-articular osteoporosis 
@ Periarticular erosions 

4 Subluxation 


| Important Notes| Notes | 
Vv Remember the X-ray findings in osteoarthritis (LOSS) 


Vv Remember that osteoarthritis is triggered and worsen by joint use and 
relieved by rest “less pain in the morning, more pain at night”. 
Vv On the other hand, RA improves by using the joints as the day goes. 


v Note that associated “Nodules” = “swellings” due to “Osteophytes formation” 
can be seen on fingers. These nodules are called: 

(Heberden: affecting Distal IP joints) (Bouchard: affecting Proximal IP joints). 
HD: BP 


@ Management of Osteoarthritis (important) 
¢ Exercise + Physiotherapy + Weigh loss 

Start with Paracetamol. If pain is still present and there are no RFs for gastric 
ulcers > Add NSAIDs “Consider Topical NSAIDs before trying Oral NSAIDs”. 

(e.g. If he is on NSAIDs and still pain > Add paracetamol and vice versa). 

- Whenever you are prescribing NSAIDs (e.g. Celecoxib), remember to jadd PPI 
(e.g. Omeprazole) to prevent gastric ulcers. 


Last option > Surgery. 


“Paracetamol” is often the valid answer in an osteoarthritis scenario. 


Very Important Collection! 


A fall or a hit on outstretched hand can cause: 


v Scaphoid bone fracture. 
(Painful base of thumb § tender anatomic snuff-box i Ulnar Deviation produces Pain). 


Vv Colle’s Fracture) ((Dinner fork deformity) (Median Nerve injury) “especially if 


there is associated osteoporosis” 


> Distal radius is Dorsally displaced “fractured”, Dorsally angulated. 
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v Reverse Colle's Fracture = Smith's Fracture) (Garden Spade Deformity) 


> Distal radius is Anteriorly displaced “fractured”, Anteriorly angulated. 


Rx of Colle's fracture in Elderly “important v” > 
losed reduction (followed by) Plaster of Paris (POP) Cast Below Elbow. 


v Mallet finger “especially if hit by a ball into his finger > finger bends” 


> Avulsion of extensor digitorum tendon at the “distal” IP joints > flexed -bent- 
finger. 


v (Skier’s thumb) 


> injury to ulnar collateral ligament > painful swelling/ bruises + weakness and 
pain when grasping things with the thumb + Tenderness over MCP joints. 


v (Radial Nerve is affected) (mu; Ulna fractured) 


> Dislocation of the head of radius + Fracture of the proximal 1/3 of the Ulna. 


Vv (GR: Radius fractured) 


> Distal Radio-ulnar joint Dislocation + Fractured Distal 1/3 of Radius Shaft. 


Colle’s Fracture 
(Dinner fork deformity) 
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| MONTEGGIA = “Musee” GALEAZZI 


aay 


I ULNAFRACTURE ©. RADIUS FRACTURE 
|| WITH DISLOCATION OF = SL §—-_WITH DISLOCATION OF THE 
THE RADIAL HEAD — | DISTAL RADIOULNAR UOINT 


“eo 


MONTEGGI 


1S PROXIMAL 
___ BONES AFFECTED PROXIMALLY 


Copyrights @ PlablKeys.com 


iy 


Remembe 


Repetitive “overhead” “above the shoulder” activities. Examples: 
4 Volleyball — Tennis — Badminton player, Swimmer. 
@ Carrying heavy objects (e.g. a recent move to a new house). 


(+) 


Shoulder weakness, Pain especially on raising arm above shoulder (e.g. inability 
to comb hair) and also pain 7 night 


Thick of > Supraspinatus Tendinitis). 


e Normal Ca + Normal Phosphate + Normal ALP =} Osteoporosis. 
¢ Normal Ca + Normal Phosphate + High ALP =} Paget’s disease. 
e Low Ca + Low Phosphate + High ALP » Osteomalacia. 


Bone pain + 4 Alkaline Phosphatase (ALP) + Multifocal Sclerotic patches on X-Ray 


> Paget’s diseasel. (the other name is “Osteitis Deformans”). 


© Note that Paget’s disease may rarely present with hypercalcemia in case of 
immobilisation. 

© The presence of hearing loss + heart failure with bone manifestations (e.g. 
Bone pain, fracture) favours the Dx of Paget’s disease even if calcium is high. 


X-ray in Paget’s disease 


— eS a eee, ee eee) ae eee) | eee ae YY eee eo) Bee 


M THe MIGUE UI Bidoo ILolUll | VTSHaVe VALLeH VELWERT HOGILIY Git Ulf aoe IVs 
bone). 
go Multifocal Sclerotic Patches (Cotton wool pattern in the skull) 
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Rx > Bisphosphonates 


@ Sclerotic lesions on X-ray > Paget’s disease. 
@ Lytic (Punched-out) lesions on X-ray > Multiple Myeloma. 


Whenever you see High Alkaline Phosphatase, think of 2 Bs +P: 
1) Bone: Osteomalacia, Paget’s disease, Hyperparathyroidism, Bone 
metastases. 
2) Biliary tract: Cholestasis (Obstructive Jaundice). 
3) Pregnancy (Physiological). 


In PLAB 1, if you see a patient presenting with (% Thirst 
“Polydipsia”, Polyuria, bone pain), think of: 

* Bone metastasis “e.g. from prostate (4) If breast (Q)”. 

* SCC of the lung. 

* Multiple Myeloma. 

« Primary Hyperparathyroidism (rarely asked). 


Hypercalcemia picture: 

Neuro > lethargy, Confusion, Depression. 

GIT > Constipation. 

Renal > polyuria (increased urination), Polydipsia (Thirst). 
CVS > ECG: Short QT interval. 


Multiple Myeloma 


V It is a cancer of Plasma Cells. 
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| | Vv “Overgrowth of plasma cells replacing the bone marrow tissues” + | 


Overproduction of Non-Tunctioning Igs (Immunoglobulins). 


Vv The main presenting Symptoms: 

¢ Bone pain “Particularly in the back and ribs”. 

¢ Hypercalcemia > Polyuria, Polydipsia, Low mood, Confusion. 
¢ Anemia > Fatigue, Weakness, Pallor, Dyspnea on exertion. 


v Others: 
¢ Recurrent Infections > As the immunoglobulins are functionless. 
¢ Renal Failure. 


v Important Notes on Investigations: 

¢ Bone Marrow Biopsy > Abundant Plasma cells (Diagnostic v). 

¢ Serum Protein Electrophoresis > 7 Monoclonal Immunoglobulin Spike. 
¢ Urine Protein Electrophoresis > Bence Jone’s Protein. Vv 

¢ Blood Film > Rouleaux Formation. 

¢ X-Ray Skeleton > Lytic Lesions “plasma cells > Osteoclasts > Bone Lysis”. 
@ T Ca** (>2.6 mmol/L) but with Normal Alkaline Phosphatase (30-150 U/L). 
¢ Anemia (Normocytic Normochromic). 

¢ Renal functions could be impaired (Low GFR, High Urea and Creatinine). 

¢ High ESR 


Important: Don't mix up things. Plasma cells are cells seen on BM biopsy 
whereas Bence Jone’s is Protein seen on urine protein electrophoresis! 


Example (1), 

60 YO 6 presents with Hx of Back and Ribs pain +being Thirsty + Tiredness. 

Hb is 90 g/L (low) I cat is 4 (high) AvP is 115 (normal) i ESR is 88 JeGFR is 45 
(low). 


The likely Dx > [Multiple Myeloma). 
The cell type to be found in BM > Plasma Cells. 
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The Diagnostic Test > [Bone Marrow Biopsy. 
The likely finding on blood film > |Rouleaux Formation. 


v Anemia is the commonest laboratory finding in MM. 
Vv Renal Impairment presents in 50% of MM cases. 
vIn MM, High Calcium but normal ALP. 


Example (2), 


Key 
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92 YO 2 complains of severe back pain. She claims that she had a fight and 
someone has broken her back and insists that her mother is coming to visit her 
at the hospital. 

Hb 109 (low) ] Urea 7.5 (high) J Creatinine 285 (high) I Calcium 3 (high) 


The likely Dx > [Multiple Myeloma. 


© The cell type to be found in BM > Plasma Cells. 


The protein to be found on Urine Electrophoresis > |Bence-Jones Protein. 


Vv The features present in this stem supporting the Dx of Multiple Myeloma: 
Back pain [J Confusion “her mother is visiting her” 
Anemia [J Hypercalcemia [J Impaired Renal Function. 


Following a femur fracture, the absence of proximal and distal pulses in a lower 


limb indicates an injury to > Femoral artery. “a patient may be hypotensive” 


Notes: 

Vv Posterior tibial artery > Posterior compartment of a leg + Planter surface of a 
foot. 

V Dorsalis Pedis > Foot. 


In any fracture (e.g. leg), if there is one of the following: 
no Absence of Pulses “Neurovascular compromise” 
mo Obvious Deformity. 


The immediate “Next” action after ABCD to be done is 


> |Urgent Reduction under Sedation or Analgesia 


After that, A referral to neurovascular/ orthopaedics should be made. 


“We aim at restoring the blood supply “the pulses” by an immediate reduction 
“usually under IV Midazolam” even before X-ray. The time is key in such cases. 
Urgent reduction often succeed to restore pulses and thus save that limb! 


Remember form “Emergency Chapter”: 


Ina Gulisieadis, if the patient is hemodynamically stable (SBP >100) > 
Thomas Splint first “Before IV fluid and before ABCDE” 
This is to align the fracture; thus, reducing the blood loss as the femur 


fracture bleeds significantly). 
You need to know that splinting the femur > Alignment of the fracture > 


neaquce tne Dioodgd IOSSs. | 
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Key| A child presenting with Painful Hip (+) 


Mild fever | wecs and ESR are normal or mildly elevated 7 No local signs (no 
redness, tenderness, swelling) Happy and systemically well child 


> [Transient Synovitis 


Fever > 38.5 § WBCs > 12000, ESR > 40 I There are tenderness, redness, 
swelling locally § Systemically unwell 


Septic Arthritis, 


A child “Boy” with limping J shortened leg J externally rotated leg 
> Slipped upper femoral epiphysis. 


A child “girl” j Breech presentation i FHx | Limping | Painless leg that is 


shorter than the other § Unequal skin fold 
> |Developmental Dysplasia of the Hip (DDH). 


An elderly man fell at home 2 days ago and presents with hip pain and inability to 
bear weight on his right leg. X-ray shows a fracture of acetabulum. 


The most likely affected nerve > Sciatic nerve} 


The following Keys are Critical for PLAB 1 exam and for General Knowledge: 


Wrist Drop > Radial Nerve. 

Foot Drop > Either Common Peroneal (More common) Nerve or Sciatic n. 
Claw Hand > Ulnar Nerve. 

Paraesthesia of thumb, index, MIDDLE finger > Median Neve. 
Paraesthesia of little finger + ring finger > Ulnar nerve 
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- Paraesthesia of the dorsal aspect of the THUMB +/- a small area over the 
((dorsal)) area between 1st (Thumb) and 2nd (Index) fingers > Radial Nerve. 
- Numbness on Superior aspect of upper arm just below shoulder joint > 


Axillary Nerve. 

- Fibular Neck Fracture > Common Peroneal Nerve. 

- Femur Neck Fracture > Sciatic Nerve. 

- Acetabular Fracture > Sciatic Nerve. 

- Posterior dislocation of the hip > Sciatic Nerve. 

- Humeral Shaft Fracture > Radial Nerve. 

- Humeral Neck Fracture > Axillary Nerve. 

- Monteggia Fracture > Radial Nerve. 

- Colle’s fracture “dinner fork deformity” > Median Nerve (Hand numbness). 

- Paraesthesia and impaired sensation in both hands (Glove distribution) > 
Peripheral Neuropathy. 


A Scenario to Stud 


A 47 YO 2 with a Hx of breast cancer presents with painful, dull-aching 


pain over her right shoulder and thoracic spine. The pain is worse on 
lying down. She goes to gym frequently as well. X-ray shows some 
degenerative changes. 


This is NOT a case of osteoarthritis. Why? 

V The X-ray findings specific for osteoarthritis are not present here which are LOSS: 
Loss of joint space, Osteophytes, Subchondral cysts, Subchondral sclerosis) 

Vv The pain in osteoarthritis is worse on use “activity”. Here, it is worse on lying. 


This is likely a case of breast metastasis to bone. 


About the investigations, (Important \) 


¢ The most INITIAL test > 
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¢ The most APPROPRIATE test > MRI if not in the options > Bone scintigraphy. 


Vv The gold standard for bone metastasis is (MRI), followed by (Bone Scintigraphy). 


Be careful about the question's wording! 


DEXA Scan] > measures bone density > in Osteoporosis. 
Skeletal Survey > in Multiple Myeloma “lytic — punched out lesions on X-ray). 


Key | @ Bear in mind that a prolonged use of Steroids can cause 
=. —K_OCCOCuw..0— TT | 


— |Osteoporosis.. 


® Osteoporosis affects bone but the effect is silent (no pain or aches) until a 
fracture occurs. 


Osteoporosis can also affect oral and dental health > Loss of teeth. 


The side effects of Long-term use of steroids are numerous, examples: 


Osteoporosis | Cataract | [Peptic Ulcers | Hyperglycemia 


Vv Remember, osteoporosis is painless, osteomalacia is painful. 


Scenario 


An old female with a Hx of multiple fractures a few years ago. She is also on 
long-term corticosteroids for Inflammatory bowel disease. 


The best modality > (Dual-Energy X-ray Absorptiometry). 


She is a “female” on prolonged Steroid > Osteoporosis > Multiple fracture. 
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> measures bone density > in Osteoporosis. 


A young boy + Painful knee + Gait abnormality + Tender, smooth, fixed mass 
over a knee side. 
4 “the commonest bone tumor in children”. 


A young boy + Painful knee + Gait abnormality + Tender, smooth, fixed mass 
over a knee side + Other systemic (Fever, Weight loss, Tiredness) 
> “the 2"4 commonest bone tumor in children”. 


Fracture of the Head of the radius 
Fracture of the Neck of the radius 


Both have similar symptoms: 

V Lateral elbow swelling. 

V Limited range of elbow movement. 
Vv Passive rotation of elbow > 7 Pain 


© However, 
Radius HeaD Fracture > More common in ADults (HeADult) 


Radius Neck Fracture > More common in childreN. 


Therefore, look at the age in the scenario, 
If young age (up 16) > Radius Neck fracture. 
if age > Radius Head fracture. 


Femur fracture > the patient’s level of consciousness and O2 saturation 
27 | deteriorate after surgery (24-72 hours) 


> Suspect “common in long bone fractures especially femur”. 
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Polytrauma -Multiple fractures- (femur, tibia fractures), followed by open 
reduction surgery, followed by deterioration (hypoxemia and neuro - 
consciousness-) 

> Fat Embolism is the likely cause. 


Fracture of distal radius + Dorsal Angulation (Dorsally displaced fragments) 


> (Colle’s fracture (Dinner Fork Deformity) 
The likely injured nerve > Median Nerve. (Numbness of hand). 


4 Rx in elderly 


~aClosed reduction followed by POP “Plaster of Paris” cast below elbows 


4 Rx in Young 


aAbove elbow Backslab casth 


4 If there are intra-articular fractures/ incongruity 
—> Open reduction and internal fixation. 


The commonest Origins of Bone Metastasis 


(commonly Spine, then pelvis, then ribs, then skull and long bones) 


In Males 3 > |PROSTATE then Lung. 
In Females 2 > BREAST) then Lung. 


Key | Whenever high Alkaline phosphatase with Normal Calcium 


| 30 |> Think Paget’s disease. 
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Other features > Knee pain, Back pain, Kyphosis, Hearing loss, Heart Failure. 


e Normal Ca + Normal Phosphate + Normal ALP =} Osteoporosis. 
e Normal Ca + Normal Phosphate + High ALP = Paget’s disease. 
e Low Ca + Low Phosphate + High ALP » Osteomalacia. 


Numbness and Tingling of the thumb, index and middle fingers > Think of 


arpal Tunnel Syndrome 
Mitey Transverse Carpal LigamentfeeygesnsmusyMEDLAN nerve 


Thus, the treatment would be > Cut the Transverse Carpal Ligament = 
Release Flexor Retinaculu 


to release the pressure on the median nerve. 


« Note: Transverse Carpal Ligament is also called = Flexor Retinaculum = 
Anterior Annular Ligament. 


Carpal ligament 
Median nerve 


Notes: 
V Pregnancy is an important RF for Carpal Tunnel Syndrome (due to fluid retention). 
V Tinel Test is not always positive in Carpal Tunnel Syndrome “very low sensitivity”. 
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v After applying cast for scaphoid bone fracture, tension may develop resulting in 
Carpal Tunnel Syndrome. Release of flexor retinaculum to alleviate the tingling, pain 
of thumb, index and middle fingers due to the compressed median nerve might be 
indicated. 


Vv If pregnant with Carpal Tunnel Syndrome 
> wear Wrist Splints until delivery (usually resolves after delivery). 
V If it does not resolve and long-standing > cut the transverse carpal ligament. 


A sprain, also known as a torn ligament, is damage to one or more ligaments 
in a joint, often caused by trauma or the joint being taken beyond its functional 
range of motion (overstretched). 


Sprains can occur in any joint but are most common in the ankle and wrist. 


Signs and symptoms: 

Severe Pain 

Rapid Swelling 

Bruising 

Decreased ability to move the limb 
Difficulty using the affected extremity 


Management — P.R.1.C.E 

Protect 

Rest 

Ice 

Compress 

Elevate (e.g. high arm sling for a few days). 


Copyrights @ Plab1Keys.com 


A factory worker has his hand stuck in a machine. He presents with extremely 
painful wrist, rapidly increasing swelling, limited range of hand movement. 
X-ray shows no fractures. 


¢ The likely Ds > Sprain injury. 


# Management > > |High arm sling for 3 days| (elevation). 


Septic Arthritis 


Monoarthritis = Single joint involvement (commonly Knee) 


Fever/ Pain Swelline/ Limited movement 


SSO 


+ A Risk factor (e.g. Hiv) Rheumatoid Arthritis) “important v” 
Think of > 


# The commonest causative organism > Staphylococcus Aureus. 
¢ A common organism in young SEXUALLY active > N. Gonorrhea. 


¢ Dx 
Vv Aspiration of Synovial Fluid > send for staining, microscopy, WBC count, Culture. 
Vv Blood Culture. 


¢ Management 

v Flucloxacillin| (for 4-6 weeks) “first-line” “like cellulitis” 

V If penicillin allergic > Clindamycin. 

V If the causative organism is N. Gonorrhea nor Staph > Cefotaxime or Ceftriaxone. 
v If still not responding > Repeated percutaneous aspiration. 


“IV antibiotics for 1 week until blood cultures become -ve and swelling resolves 
Then, Oral antibiotics for 4 weeks” 
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Note, do not forget (pm), RA) as risk factors for Septic Arthritis. 


Septic arthritis is different from Reactive arthritis. 


>< Xelou th Ms (a tala hey: Seronegative Spondyloarthritis 


(Migratory Oligoarthritis of lower limbs + Back pain + Extraarticular features) 


¢ Typically, there is no fever. 

¢ Typically, seen in young adults. 

¢ Typically follows Urogenital infection “STIs” or Gl infection “dysenteric illness”. 
e Asymmetric, Migratory Oligoarthritis of LL (Knees and Ankles). 


¢ Extraarticular features: (Reiter’s Triad) 

Vv Cannot see > Conjunctivitis, Uveitis. 

Vv Cannot pee > Urethritis. 

Vv Cannot climb a tree > Arthritis. 

+ Skin manifestations 

circinate balanitis (painless vesicles on the coronal margin of the prepuce), 
keratoderma blenorrhagica (waxy yellow/brown papules on palms and soles) 


Enrthoma nadaciim ({Tandar rad nndiilac aver chinc) 


Sot 7 SE Owe Oe ON FP eer TEE YF eet Ne og 8 ete FN Ne ee Fe ED er 


Management 
Symptomatic: analgesia, NSAIDS, intra-articular steroids. 


¢ Sulfasalazine and methotrexate are sometimes used for persistent disease. 
Symptoms rarely last more than 12 months 


Key | A child (4-8 YO) fell on his outstretched “arm” 
34 | + 
Absent radial/ brachial pulse 


Think > |Angulated Supracondylar Fracture of Humerus. 
The most likely structure to be damaged > Brachial artery, 


“Supracondylar fracture “extension type” is the commonest fracture in children 
who fall on extended -outstretched- arm” 


If Supracondylar fracture of humerus is not in the options, and the falling victim 
on an outstretched “arm” is a child, look for > Greenstick fracture. 


As the bones in young children are still soft, they tend not to break completely, 
forming what’s called “Greenstick Fracture”. 


Greenstick Fracture — in a child 


Key | Important, do not get tricked 
30 
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Vv Colle's Fracture (Dinner fork deformity) (Median Nerve iniury) 


“Colle’s fracture occurs especially if there is associated osteoporosis” 
> Distal radius is Dorsally displaced “fractured”, Dorsally angulated. 


vVReverse Colle’'s Fracture = Smith's Fracture) ((Garden-Spade Deformity) 


> Distal radius is Anteriorly displaced “fractured”, Anteriorly angulated. 


IMPORTANT 
Fracture of distal radius with DORSAL “posterior” displacement 


> > [Dinner Fork Deformity. 


Fracture of distal radius with AANTERIOR| displacement 


> Reverse Colle's Fracture = Smith's fracture) > Garden Spade Deformity. 


V Colle’s fracture \ Smith’s (Reverse Colle’s) fracture 
V Dinner-Fork Deformity \ Garden-Spade Deformity 
\ Distal Radius fracture \ Distal Radius fracture 

with Dorsal “posterior” displacement. with Anterior displacement. 


For All FULL Notes on All “@ ers — Visit Our Website: www. plop tkeys.c: com w 


ripe €}| facebookcom/plabikeys | facebook.com/plabikeys | @plab.1keys | ikeys 
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<SaiClinchers for Knee Injuries} 


Before the clinchers, look at this picture and locate the anterior cruciate 
ligament, the menisci, and the medial and lateral Collateral ligaments. 


Posterior cruciate 


Anterior cruciate x 
ligament 


ligament 


Tctaralonilataral ag 7 . Medial collateral 


aeweww ss Ves Ow awww See 


ligament 


Lateral meniscus 


Example, a player jumps and lands on a slightly twisted knee, presents with: 


+ (Locked leg) > Meniscal tear. (usually medial meniscal tear). 


+ > Anterior Cruciate Ligament injury. 


@ Note, Meniscal tears are often associated with Anterior Cruciate Ligament injury. 


¢ Immediate swelling > Anterior Cruciate Ligament injury 


¢ Delayed swelling > Meniscal tears 
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¢ Hyperflexion or Anterior direct impact (Dashboard) 


> |POSTERIOR Cruciate Ligament injury. 


*& Direct impact to the lateral side (Valgus stress test is +ve) 
> Medial Collateral Ligament injury. 


*& Direct impact to the medial side (Varus stress test is +ve) 
> Lateral Collateral Ligament injury. 


(The opposite Rule) 


aAw® RR FR 


Normal Varus Valgus 


Valgus = impact to lateral collateral ligament > injury to Medial collateral. 
e.g. a player fell on his knee and presents with Valgus stress test being +ve 


> |Medial collateral ligament injury. 


Varus = impact to Medial collateral ligament > injury to Lateral collateral. 
e.g. a player fell on his knee and presents with Varus stress test being +ve 


> Lateral collateral ligament injury. 
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Other tests: 
Vv Anterior drawer test (Lachman test) > Anterior Cruciate Ligament. 
Vv Posterior drawer test > Posterior Cruciate Ligament. 


Fracture of middle to distal third of humerus (shaft of humerus) 


> Radial nerve inju 


> Wrist Drop (unable to dorsiflex wrist). 


v After applying cast for scaphoid bone fracture, tension may develop resulting in 
Carpal Tunnel Syndrome. Management? 


> \Release of flexor retinaculum/to alleviate the tingling, pain and the limited 


movements of thumb, index and middle fingers due to the compressed median nerve. 
# Remember, 
Flexor retinaculum = Transverse carpal ligament = Anterior annular ligament 


A young boy + Painful knee + Gait abnormality + Tender, smooth, fixed mass 
over a knee side. 
> “the commonest bone tumor in children”. 


A young boy + Painful knee + Gait abnormality + Tender, smooth, fixed mass 
over a knee side + Other systemic (Fever, Weight loss, Tiredness) 


> |Ewing Sarcoma “the 2"4 commonest bone tumor in children”. 


So, if no fever > Osteosarcoma | If with fever > Ewing Sarcoma. 


Another differentiation point is X-ray 


V X-ray — Sunburst lytic bone lesions — Osteosarcoma 


V A-ray — Lytic lesion + ONnion-oKinN layers — Ewing sarcoma. 
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Remember, 


Vv Severe lower back pain that radiates to a leg (could be Acute sudden onset) 
Vv Lying supine with legs raised > 4 pain. (+ve straight leg raising test) 
Vv Lying down > relieves () pain 


¢ The likely Dx > |Lumbosacral disc herniation|. 
Next step > /Reassure and prescribe analgesics). 


¢ If any red-flags Gy if the “reassure” option is not given > |MRI Spine. 


MRI is very sensitive in herniated/ prolapsed disc. 


Remember, 


The best modality for bone metastasis > followed by Bone Scintigraphy. 


MRI should be done within 7 days if there is bone pain only. 
MRI should be done within 24 hours if pain + Neurological signs. 


: Muscle bunches up in the distal arm, Popeye 
appearance. 


- Distal Biceps Tendon Rupture: Single traumatic event (e.g. flexion against 


resistance), sudden sharp tearing sensation, painful swollen elbow, weakness of 
flexion and supination. 


- Notes: 
- De Quervain’s disease: (= washer woman = mammy thumb): Pain under root of 
thumb (tenosynovitis). 
2 lateral epicondylitis > affected wrist extension. Mainly due to 
overuse e.g. in tennis players. 
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: all flexors to fingers and pronator are 
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Important, 


# Lateral epicondylitis (Tennis Elbow) > Lateral epicondyle tenderness > Affected 
. (pain 7. on resisted extension of wrist). 


4 Medial epicondylitis (GolFer’s Elbow) > Medial epicondyle tenderness > Affected 
. (pain 7 on resisted flexion of wrist). 


Tennis = Extensors of wrist = Lateral epicondylitis. 
GolFer = Flexors of wrist = Medial epicondylitis. 


Colle’s fracture occurs commonly in patients with Osteoporosis. Thus, to assess 
risk for future fracture, we need to measure the bone density by 
> 


Remember and Do not mix up: 


- Humeral Shaft Fracture > Radial Nerve. 
- Humeral Neck Fracture > Axillary Nerve. (NERVE not artery!!) 


Remember, 

og Monoarthritis (Hip, Knee mainly) 

o Pain following use (tired joints at the end of the day) 
o Improves with rest 

o Unilateral symptoms 

og No systemic upset 

+ Crepitus 
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anagement;: 


¢ Exercise + Physiotherapy + Weigh loss 


¢ Start with Paracetamol. If pain is still present and there are no RFs for gastric 
ulcers > Add NSAIDs “Consider Topical NSAIDs before trying Oral NSAIDs”. 


(e.g. If he is on NSAIDs and still pain > Add paracetamol and vice versa). 


- Whenever you are prescribing NSAIDs (e.g. Celecoxib), remember to jadd PPI 
(e.g. Omeprazole) to prevent gastric ulcers. 


41 act AnNtinn —S Ciircqarw 
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‘Paracetamol’ is often the valid answer in an osteoarthritis scenario. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 
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Palliative Care 


Key | A patient with End-stage lung cancer that metastasized to bone presents with 
worsening cough, SOB, pleuritic chest pain. X-Ray chest shows Pleural 
Effusion. What is the best management to relieve his symptoms? 


> Pleural Aspiration 


Pleural effusion 


Key | For the bed-ridden very elderly patients who still have mental capacity, if they 
2 | develop a disease (e.g. Pheumonia), we need to 


> [Discuss their wishes on the management plan|, whether they prefer to be 


treated at home or in hospital. 


2) Weak opiates > Codeine, Tramadol, Dihydrocodeine. 
3) Strong opiates > Morphine, Fentanyl patches, Diamorphine, Oxycodone. 


Key | & If an outpatient who is on Oral Morphine develops Side Effects (e.g. 
4 | drowsiness, Nausea, Vomiting) 
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Key Pain ladder (Analgesia Ladder) 
3 
1) Simple analgesia > Paracetamol, NSAIDs, Aspirin. 


> Shift to Oral Oxycodone’. v 


Vv Oxycodone is double the potency of the morphine but with fewer side 
effects. 


Vv Remember, we should not go back on the pain ladder, we either go forwards, 
“4 dose, replace to a stronger option or add-on. (No Backward on the ladder). 


The First-line Anti-emetic for nausea and vomiting 2ry to (increased 
intracranial pressure) is > 


Example, 
A patient with glioblastoma presents with nausea and vomiting. 


a 4 


Vv Glioblastoma (intracranial tumour) — (f ICP) > N., V. 


Vv Remember that (Dexamethasone) can also help relieve the increased 


intracranial pressure by shrinking the edema around the tumour and thus 
relieve the nausea and other symptoms. 


An end stage mandible cancer patient with bone metastasis presents with 
Hypercalcemia (Ca** >2.6) 

It is written on her records (do not resuscitate = DNR). 

What should be done? 


DNR = do not perform CPR (Cardiopulmonary Resuscitation), not treatment! 


So, we shall treat this hypercalcemia 


1) Initial > [IV fluids} (+) 
2) Then > |IlV Bisphosphonate | (e.g. |IlV Zoledronic acid “Zoledronate)” or [Alendronate) 
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The question might mention some features of hypercalcemia such as: 
Neuro > lethargy, Confusion, Depression. 

e GIT > Constipation, Nausea, Vomiting 

e Renal > polyuria (increased urination), Polydipsia (Thirst). 

e CVS > ECG: Short QT interval. 


The stem may also mention that IV fluid (e.g. IV crystalloid) has been given, 


ilecmthe next step would be 
> |lV Bisphosphonate (IV Zoledronic acid). 


If a patient is in a hospice for palliative care develops severe bleeding (e.g. 
hematemesis), what should be done? 


> Administer subcutaneous Midazolam and Morphine. 


Vv Patients in hospice for palliative care should be offered a (rest in peace) 
death. The aim is not to shorten or prolong their lives, but to try to facilitate a 
more comfortable last hours of life while dying. 


WWERSS IV <M o} (-t-f0l late laie- Merle em erla(aaid —> Give SC midazolam and morphine 


@Bone pain due to > |Radiotherapy. (1° line) 
lf failed > |Bisphosphonate + NSAIDs |(2"¢ line) 


4Neuropathic pain > Pregabal 
Trigeminal neuralgia > Carbamazepine. 
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Key | Patient on Morphine develops side effects (e.g. drowsiness, nausea) 


> [Replace morphine by oxycodone 


*Fentanyl patches have a slow onset of action; therefore, they should be 


Pere ed oe! i ee ee | a ee en ees |) Ler led 


AVUINEU Tl dad VaLICIil WIIO la SUE Ht Patt, 
A patient who had undergone radical prostatectomy due to prostate cancer last 


year has now developed severe thigh pain that sometimes radiates to back. He 
is on morphine but still in pain. 


> Radiotherapy (bone metastasis). 


Vv The gold standard for bone metastasis is (MRI), followed by (Bone Scintigraphy). 


Remember 


The commonest Origins of Bone Metastasis 
(commonly Spine, then pelvis, then ribs, then skull and long bones) 


In Males 4 > |PROSTATE then Lung. 


In Females 2 > |BREAST then Lung. 


In patient on oral morphine who are still in pain and need to take additional 
dose PRN (Breakthrough) to achieve pain relief: 


We need to calculate + |The Breakthrough Dose 
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(sum all amounts of morphine that is taken by a patient in 24 hours to achieve 
his relief) then (divide it by 2 — so you can give it twice a day as a main dose). 


he breakthrough| (additional dose). 


Take 1/6 (the total daily dose given PRN 4 hourly) 
(i.e. the total main dose + 6) 

Or 

10% of the total daily dose given PRN 4 hourly 


Example (1) 


A patient with bone metastasis on oral morphine needs to take 60 mg twice 
a day + 20 mg each 4 hours to relieve her bone pain. What should be the new 
regimen for analgesia? 


o Let’s first calculate the total dose in 24 hours 
60 twice a day = 120 
20 mg 4 hourly = 20 mg X 6 times a day = 120 


So, the total dose is 120 + 120 = 240 


o Now, for the new divide the total by 2 


The main dose > 240 + 2 = (120 mg Twice a day) 


o Now for the |breakthrough| (additional dose) 


The total dose + 6 > 240 + 6 = 40 PRN 4 hourly 


So, the answer 


> |120 mg twice a day + 40 mg PRN 4 hourl 


For the breakthrough dose, it is also valid to take 10% of the total dose (instead 
of 1/6) 
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10% of the 240 mg = 24 mg 
> 120 twice a day + 24 PRN (possible also) 


Note, PRN = Per need = As needed. 

Example (2) 

A female patient with multiple myeloma has severe back pain. She is on 
morphine 30 mg twice a day. She sometimes takes additional 3 to 4 doses to 
control her pain. The palliative team decided to raise her dose by third (1/3). 
What should be the new regimen. 

¢ Her current total dose is 30 twice a days = 30 X 2 =60 mg. 

¢ The team will increase it by 1/3 

So, the third of the 60 is 20. 

So, the new main total dose will be (60 + 20 = 80 mg). 


80 mg to be taken twice a day > 40 mg twice a day. 


¢ Regarding the breakthrough (additional PRN dose) 


4f4 zaAfehn tarsal daca 


egw SNS SO Vw ww 


1/6 of 80 = (80 + 6 = around 13) 


So, the breakthrough (additional dose) will be 


13 mg 4 hourly (6 times a day as needed). 


—> 40 mg twice a day + (10 to 15 mg up to 6 times a day as needed). 
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Please note that the breakthrough dose is now commonly given as 10% of the 
total main dose instead of 1/6. So, if you find in the options 8 mg 6 times as 
needed, this could be a valid answer. (you won’t find both)! 


The breakthrough dose for this example is either one of the following: 


10% of the total dose = 80 + 10 = 8 mg 4 hourly (6 times) as needed. Or: 
1/6 of the total dose = 80 + 6 = 13 mg (i.e. 10 to 15) 4 hourly (6 times) as 
needed 


The breakthrough dose for this example is either one of the following: 


A patient with a terminal stage prostate cancer with bone metastasis in 
severe pain presents asking for a medication to end his life. 


Vv |Refer to Hospice Care (it is a place where palliative care is given to patients 


with terminal illnesses and help alleviate their pain and suffering. It also 
involves a lot of other fields of support such as psychological, emotional and 
social). 


Vv Euthanasia (a painless killing of a patient with a terminal disease) is a CRIME 
in the UK! 


Regarding death certificate 


¢ Write the “Disease or condition directly leading to death” clearly and 
specifically. 


Example 
© Write > [Small cell carcinoma of the main right bronchus] instead of just 
“Las cancer 


e \Wfe}ls) vague terms and modes of dying such as (Respiratory distress/ 
Cardiac arrest/ Cardiovascular event). 
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¢ Never use abbreviations! 
¢ Write the date of death using (Words) NOT (Figures). 


Example 
Write — the Fourth day of July (instead of 04/07). 


Remember, in the analgesia ladder, we can add-on another stronger or of the 
same potency level analgesics. However, we cannot go back on the ladder to a 
weaker analgesic. 


Example, 

A palliative patient in a hospice for end of life care due to terminal non-Hodgkin 
lymphoma. She has severe pain in the abdomen and chest. She is using 
Fentanyl patches but still in pain. What should be done? 


> |Keep Fentanyl patch but Add SC Morphine sulphate. 


Vv Both are step 3 on the pain relieve ladder. 
Vv As the patient is dying, no need to remove the patch or replace it with 
morphine. 


Regarding Codeine Phosphate (Step 2 on the ladder). 


Vv There is nothing called (Subcutaneous) Codeine. Thus, it will always be a 
wrong answer. 


Vv Oral Codeine has very high rate of side effects (nausea, vomiting, 
constipation, confusion) and the young barely tolerate it. Therefore, in the 
elderly, do no give Codeine! 


waOral Codeine, if led to side effects such as nausea, can be replaced by either: 
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¢ Buprenorphine patch (Optimal! if given in the choices, pick it). 


¢ Subcutaneous morphine. 


Example 
A terminal bladder cancer patient has lower abdominal pain that is well 


controlled with Oral Codeine Phosphate. However, he is nauseous, and finds it 
difficult to keep taking oral medications as he is week to swallow. What should 
be done? 


Oral codeine can be replaced by either 

Vv Buprenorphine patch (best option if given), or 

Vv Subcutaneous Morphine. 

Note that he cannot tolerate orally, thus any oral option is WRONG! 
Also, Fentanyl patch is inappropriate as it is very potent compared to his 
current method of pain control. It will be an unnecessary exposure to more 
opioids (Overdose). 

Finally, there is no Subcutaneous form of Codeine! 


A patient with liver metastasis has Right hypochondriac pain. He is on 
Paracetamol and Morphine sulphate. However, the pain intensity increases 
sometimes. What should be added to manage his pain? 


Vv Liver pain is due to stretching of the liver capsule during enlargement (liver 
has no nerve fibres). 


Vv Capsular pain responds well to > NSAIDs (e.g. Ibuprofen). 


Vv Note, adding on Codeine is wrong. The patient is already on a stronger opioid 
(Morphine), we do not get back on the pain ladder. 


So, the answer is > |Ibuprofen| (capsular pain responds well to NSAIDs) 
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Key | V Remember, we should not go back on the pain ladder, we either go forwards, 
17 | 7 dose, replace to a stronger option or add-on. (No Backward on the ladder). 


Example, 
A prostate cancer with bone metastasis patient has very severe back pain that 


is no longer controlled by Codeine and Naproxen (NSAIDs). What should be 
done? 


> Replace Codeine (step 2) with Oral Morphine (step 3) 


¢ Do not pick dihydrocodeine or tramadol (same step on the ladder), move up 
on the ladder! 

¢ Also, do not pick (Oxycodone) as it might be an opioid overdose (it is the 
double potency of morphine). 

@ We shall try Morphine first before oxycodone while ascending up the ladder. 


@ If morphine results in intolerable side effects such as nausea and vomiting, we 
might then try oxycodone as cleared previously in the key #4. 


(every single word is important!) 


@ They are “just in case” medications that are allowed to be given to a patient 
during his/ her last days in life. 


@ They are only given SUBCUTANEOUSLY! “Important” 


4 They are aimed at making the death more comfortable, and hence, they 
cover the following main possible complaints in a dying individual: 


o Pain and Breathlessness — |SC Morphine. 
a Nausea and Vomiting — |SC Haloperidoll. 
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o Anxiety, Delirium, Agitation — |SC Midazolam. 


a Noisy Respiratory Secretions — |SC Hyoscine Butylbromide). 


€ intractable Hiccup due to liver metastasis > Metoclopramide. 


(Peripheral hiccup due to diaphragmatic irritation by liver metastasis “irritates 
phrenic nerve” > hiccup). 


Important: Anti-emetics for Nausea and Vomitina 


Anti-emetic in renal failure/ Hypercalcemia (metabolic cause) or Drug or Toxin 
induced vomiting 
> Haloperidol. (1* line) 


However, if there is associated Parkinson’s disease, Haloperidol is 
contraindicated! Instead of Haloperidol, we use instead: 
+> Levomepromazine. (2" line) 


Anti-emetic due to 7 ICP (e.g. intracerebral tumour) or vomiting due to bowel 
obstruction 


> Cyclizine. 


(Never use Haloperidol with Parkinson’s)! 


Gee Qe 6? see oie 1 a Ba. RS on i SS es oe 5 2 ee) Cee ern ame 


Me AATCIPCTPIe rie UMS CY CHEMIULIIC Lavy, MaQUlilclavy 
> Ondansetron. 


Anti-emetics in Hyperemesis gravidarum 
V bigalhta: “zine” family e.g. Cyclizine, Promethazine 
V PAbatats): |\V Metoclopramide, Ondansetron 


V Ekesiits: Steroids 


Vertigo (e.g. Meniere’s/ BPPV/ Vestibular neuritis) 
> Buccal Prochlorperazine. 
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Regarding Valid Prescription 


The of any controlled drug (e.g. Morphine) must strictly be written 
in both Words and Figures! 


e.g. 
Morphine 10 mg modified release capsules 
Supply 62 (sixty-two) capsules 

Take one capsule twice a day 


If the words (sixty-two) are not written > the prescription will be legally 
rejected by a pharmacist! 


So, the (Quantity) not the (strength) of the controlled-drug is what matters 
most! 


Others 


Vv The doctor’s (signature) must be handwritten but the prescription itself does 
not matter. 


Vv The age and date of birth of patient are better written but not legally required 
unless if < 12 YO. 


Caution: Copying, publishing or distributing any content from this website will expose you to legal prosecution and 
accountability through Cybercrime Law via tracking IP. We work hard and diligence and our rights must be reserved. 
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Pharmacology 
Do not miss the other complementary chapter (Palliative Care) 


Pain ladder (Analgesia Ladder) 


1) Simple analgesia > Paracetamol, NSAIDs, Aspirin. 
2) Weak opiates > Codeine, Tramadol, Dihydrocodeine. 
3) Strong opiates > Morphine, Fentanyl patches, Diamorphine, Oxycodone. 


Vv Remember, we should not go back on the pain ladder, we either go forwards, 
4 dose, replace to a stronger option or add-on. (No Backward on the ladder). 


Vv Fentanyl patches have a slow onset of action; therefore, they should be 
avoided in a patient who is still in pain. 


When replacing one analgesic with another, the dose should 
be modified as follows: 


From [Oral morphine to Subcutaneous morphine] > (+ 2) 
From [Oral morvhine to Subcutaneous diamorphine] -> (~ 3)) 


a: a: | —! yg 


From [Oral tramadol to IV morphine] > (: 20) 


Key | A palliative patient is being receiving end-of-life care (at home) by his family. He 
3 | has multiple seizures. What is the best route to receive Benzodiazepines? 


yo 
, 


“at home”, “end-of-life care” 


> “diazepam” (cheaper, more available) 
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Key | Important and can be asked in different forms 


Thiazide-like Potassium-sparing 
diuretics diuretics 
e.g. Furosemide e.g. Bendroflumethiazide e.g. Spironolactone 


Hypokalemia Hypokalemia HypeRkalemia 


Gout (hyperuricemia) Gynecomastia 
Hyperglycemia 
(impaired glucose tolerance) 


Examples 

@ Adiabetic patient with HTN started taking anti-hypertensive medication. Afew 
months later, his fasting blood glucose is 15 mmol/L. what is the most likely drug 
he has been takin 


? 
Of 
Hyperglycemia > |bendroflumethiazide} (Thiazide-like diuretics) 


Acongestive heart failure patient has started taking Furosemide. What 
electrolyte disturbances are expected? 


> [Hyponatremia (< 135) + Hypokalemia (< 3.5 


A4YO child has been brought to the ED unconscious after he has ingested 
methadone mistakenly. Naloxone has been given. However, after a while, he 
has become drowsy again. Why? 


> \Naloxone has a shorter half-life compared to methadone. 


(this is why repeated doses of naloxone are sometimes given) 
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Key | There are 4 medications that need to be stopped if a patient presents with 
6 


Diarvhea/ Vomiting (Risk of Dehydration) until symptoms resolve: 


DAMN 
1) (e.g. Furosemide, bendroflumethiazide) > (7. dehydration). 


2) (e.g. enalapril) and (e.g. Losartan) > (AKI). 
3) > (7% lactic acidosis in a patient with dehydration). 
4) > (AKI) 


Risk of Dehydration (Diarrhea/vomiting) > stop DAMN 


A patient with a Hx of 3 days abdominal pain, fever, diarrhea and vomiting. He 
is on multidrug for DM, HTN, long term management of depression. His 
medication history includes metformin, losartan and sertraline. His urea and 
creatinine are found to be mildly elevated. What is the most appropriate 
action? 


> Stop Metformin and Losartan (ARBs) Temporarily. 
Painful Muscle Spasm > Give muscle relaxant e.g. 


It might be a long stem with Hx of metastasis to bone that is CONTROLLED 
with morphine but sill there is muscle spasm that is irritating or painful. 


> give Baclofen (a muscle relaxant can be given as an adjuvant) 


Key | Muscle Spasm > or Diazepam. 


o Neuropathic pain “Shooting, electric shock like, Burning, Paraesthesia” 
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Amitriptyline 


o Trigeminal neuralgia > 
Radiotherapy. 


o Bone pain due to bone metastasis > 


ry i ae [= = rirA~Tr 


(1st line) 


iT Tailed — |bisphosphonate e.g. |Alenaronate, Kisearonate]) + INSAIDS (2 ~ line) 


2 Important Side effects of Calcium Channel Blockers (e.g. 
to be remembered: 


Ankle Swelling 
ouGingival Hyperplasia 


So, for one who takes CCB such as diltiazem, amlodipine, verapamil, 
nifedipine, he might get swelling of his > Ankle/ Gingiva. 


An alcoholic wants to quit drinking, what should be given to 
reduce his withdrawal symptoms? 


Vv Note that the question asks about the drug that would alleviate the 
“withdrawal symptoms”. In this case, it would be 


> (Chlordiazepoxide. 


Vv If the question asks about a drug that would prevent Craving, the answer 
would be > Acamprosate. 


Vv If the question asks about a drug that would act as a Deterrent (abstinence), 
the answer would be > Disulfiram. 


Vv If he develops hallucination (delirium tremens) > Lorazepam 
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In summary: (Commonly asked) 


Wi Acute alcohol withdrawal: sweating, tremors, altered mentation, + Hallucination 


=> \Chlordiazepoxide “First” + Thiamine (Vit. B1) 
If with “seizure” > [lV Lorazepam. Or “If IV Lorazepam is not in the 


options) 


Wi Wernicke’s encephalopathy (CAS: Confusion, Ataxia, Squint: ophthalmoplegia, 


Nystagmus, diplopia), may present 12-24 hours after stopping alcohol as well. 


> |IV Vitamin B (Thiamine) (lV Pabrinex) or (High potency Vitamin B Complex). 
An alcoholic wants a medication to serve as a Deterrent when he takes alcohol 


“Abstinence” > Disulfiram|. 
Vi An alcoholic wants a medication to reduce his Craving for alcohol > 


Vou Cininid fa a UWarnin\ avarndaco =S civo Alalavanc 
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® Opioid (e.g. Heroin) addict wants to quit opiate, the drug that helps him 


combat withdrawal symptoms > 


Methadone is the Method number 1 for (detoxification); reducing withdrawal 
symptoms in opioid addicts. 


Beta-blockers (e.g. Atenolol) important side effect > Bronchoconstriction. 


Beta-Agonist (e.g. Salbutamol) important side effect > Tachycardia. 


Example, A29 YO patient presents to the ED with tachycardia, palpitation and chest 
pain. She is an asthmatic and her GP has recently changed her medication. 


> Review her medication) (she is asthmatic and salbutamol which is a short- 


acting-beta2 agonist is known to cause Tachycardia). 


v Remember that |CRAP-GPs (The most important ones: Carbamazepine, 
Rifampin, Alcohol “chronic”, Phenytoin, Phenobarbital) if given in a patient 
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taking Combine Oral Contraceptive pills, they would decrease the efficacy of 
COCP. Therefore, 


> |advice patient to use alternative method for contraception such as barriers). 


Vv If other drugs such as clarithromycin/ azithromycin/ Amoxicillin are given with 


COCP > |No change to contraceptive methods. 


o Also, remember that enzyme INDUCERS > DECREASES (/) INR 
oO While, enzyme INHIBITORS > INCREASES (4S) INR 


r TIL 4 fi He 


(CRAP GPs) _ (SICK-FACES.COM) 


Decreases Warfarin effect > VINR Increases Warfarin effect > 7 INR 


If used with COCP, an alternative If used with COCP, no need to 
contraceptive method is needed (e.g. | change anything. 
Depo-Provera, IUS, barrier methods) 

as these enzyme inducers weaken 

the COCP and POP. 


¢ Carbamazepine ¢ Sodium Valproate. 
¢ Rifampin * Isoniazid. 


« Alcohol “Chronic” * Cimetidine. 


¢ Phenytoin ¢ Ketoconazole. 

¢ Griseofulvin ¢ Fluconazole. 

¢ Phenobarbital ¢ Alcohol (Acute drinking). 
¢ Sulphonylureas ¢ Chloramphenicol. 


¢ Erythromycin (Macrolides: 
Clarithromycin, Azithromycin) 
¢ Sulfonamides. 


¢ Ciprofloxacin. 
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¢ Omeprazole. 
¢ Metronidazole 


Example 


An elderly 2 presents with chest infection and thus was started on 
clarithromycin. Her Hx includes, taking Carbamazepine for trigeminal neuralgia, 
taking Warfarin for mechanical valve replacement, taking Bisoprolol, 
Amlodipine and Atorvastatin. Her INR was found to be 1.4 (The target for 
mechanical valve replacement is 3-4). What is the causative drug for this low 
INR? 


The answer > 


® Carbamazepine is P450 enzyme inducer; thus, it will decrease the 
anticoagulant effect of Warfarin and therefore leads to low INR. 


er 


An elderly 2 presents with chest infection and thus was started on 
clarithromycin. Her Hx includes, taking Carbamazepine for trigeminal neuralgia, 
taking Warfarin for mechanical valve replacement, taking Bisoprolol, 
Amlodipine and Atorvastatin. Her INR was found to be 5.9 (The target for 
mechanical valve replacement is 3-4). What is the causative drug for this HIGH 
INR? 


The answer > 


Clarithromycin is a Macrolide (like erythromycin), it is P450 enzyme inhibitor 
and thus leads to increase the anticoagulant effect of Warfarin and therefore 
high INR. 
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A lady on COCP has been prescribed doxycycline to manage Lyme disease. 
What should be done regarding her contraception? 


> \Continue COCP with no additional contraceptive methods. 


Doxycycline is not hepatic enzyme inducer; thus, the effectiveness of COCP will 
remain the same. Hence, no change is required. 


A lady on COCP has been prescribed Anti-TB medications. What should be done 
regarding her contraception? 


> |Consider alternative/ changing contraceptive method to e.g. barrier, 
Mirena, Depo-Provera. 


v Remember, Rifampin (which is one of the hepatic enzyme inducers) is one of 
the Anti-TB medications that she is going to receive. 

Vv Hepatic enzyme inducers (e.g. Rifampin, Carbamazepine, Phenytoin...) 
weaken the effectiveness of the COCP and POP. Therefore, other contraceptive 
method is required! 

v Note that even after finishing the course of hepatic enzyme inducers, a 
female would still need to continue using the safe contraceptive method for 
additional 4-8 weeks. 


Remember, the four Anti-TB drugs are the same in pregnancy. 
v (RIPE) > Rifampicin, Isoniazid, Pyrazinamide, Ethambutol 
Vv These are not-contraindicated during pregnancy. 


Remember, Streptomycin should be avoided during pregnancy (Harmful to fetus) 
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A lady on COCP has been prescribed amoxicillin for an acute episode of otitis 
media. What should be done regarding her contraception? 


> INo additional precaution is needed. 


Amoxicillin is not a hepatic enzyme inducer; thus, the effectiveness of COCP will 
remain the same. Hence, no change is required. 


The anti-emetic (IMetoclopramide) can cross blood brain barrier and thus 
cause parkinsonian symptoms 


Parkinsonian symptoms > Parkinson disease features > Bradykinesia “slow 
movements” + Resting tremors + Rigidity + Postural instability “Ataxia”) 


Example 

A lung cancer patient with shoulder pain has been shifted from oral morphine 
to fentanyl patch due to nausea caused by oral morphine. He was also given 
metoclopramide for nausea and vomiting. A few hours later, his neck has 
become weak and stiff. What is the reason for these new symptoms? 


> Side Effect of Metoclopramide treatment. 


Important Side Effects of Metoclopramide: 
v Extrapyramidal effects > dystonia, akathisia, parkinsonism, bradykinesia, tremors. 


Vv Neuroleptic malignant syndrome > high fever, sweating, tachycardia, 
agitation, confusion, muscle rigidity, neck stiffness. 


Steps of Management of Asthma 


oO Sceae8): Inhaled SABA (Short-acting beta-2 agonist e.g. inhaled salbutamol) 
If asthma is not controlled (a patient uses inhaled salbutamol > 3 doses/ week) > Step 2 
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o Step (2) Inhaled SABA + Inhaled Corticosteroids (e.g. inhaled beclomethasone) 


mo Sie e}): Inhaled SABA + Inhaled Corticosteroids + LTRA (leukotriene receptor 
antagonist). 


8 Sea): SABA + Inhaled Corticosteroids + LABA + LTRA 
LABA = Long-acting beta agonists e.g. Salmeterol. 


Asthma management in short (Nice 2019) 


1) SABA 

2) SABA + Inhaled Corticosteroids 

3) SABA + Inhaled Corticosteroids + LTRA 

4) SABA + Inhaled Corticosteroids + LABA + LTRA 


The rest of the steps are not as important; however, study them in case: 


5) SABA + Maintenance and reliever therapy (MART) "low-dose inhaled 
corticosteroids (ICS)" + LTRA 

6) SABA + Maintenance and reliever therapy (MART) "moderate-dose 
inhaled corticosteroids (ICS)" + LTRA 

7) SABA + LTRA (+) One of the following: 
e Further increase the dose of inhaled corticosteroids (or) 
e Trial of a new drug (e.g. theophylline) (or) 
e Seek professional advice 


Notes: 

¢ SABA > inhaled salbutamol 

¢ Inhaled corticosteroid > Inhaled beclomethasone 
¢ LTRA > Leukotriene receptor antagonist 

¢ LABA > Inhaled Salmeterol 


Dry cough|can be a side effect of 


WIACE inhibitors (e.g. Ramipril, Lisinopril, Enalapril, Captopril). 


And 


[Methotrexate 


& Why Dry Cough with Methotrexate? 


o Prolonged intake of methotrexate (such as in patients with Rheumatoid 
Arthritis) can rarely lead to a severe condition > Pulmonary Fibrosis. 


oO Pulmonary Fibrosis > Dry cough, Dyspnea even on mild exertion, 
Diffuse bilateral interstitial infiltrates on Chest X-ray. 


Post-operative intractable Nausea and Vomiting 


> lV Ondansetron 


Very Important: Anti-emetics for Nausea and Vomiting 


Anti-emetic in renal failure/ Hypercalcemia (metabolic cause) or Drug or 
Toxin induced vomiting 
> Haloperidol. (1* line) 


However, if there is associated Parkinson’s disease, Haloperidol is 
contraindicated! Instead of Haloperidol, we use instead: 
+ Levomepromazine. (2" line) 


, eee | eee oo en ee Oe en A ee ee a ee i ee, a 


PAPTRIPCTIIOUIN UU LY | INF (+B. HHILIEGLeCrovViadl LUbhiVuly wi VUTTPICTTT MUS LU 
bowel obstruction 
> Cyclizine. 


(Never use Haloperidol with Parkinson’s)! 
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® Anti-emetic due to Chemotherapy, Radiotherapy 
> Ondansetron. 


Anti-emetics in Hyperemesis gravidarum 

Vv bidalts: “zine” family e.g. Cyclizine, Promethazine 

V Veit: IV Metoclopramide, Ondansetron 
eum): Steroids 


Vertigo (e.g. Meniere’s/ BPPV/ Vestibular neuritis) 
— Buccal Prochlorperazine. 


® Anti-emetic for Post-operative intractable Nausea and Vomiting 
> IV Ondansetron 


In any patient on the most important symptom that he needs to 
urgently report is 
> 


(This is because people on warfarin are liable to subdural hematoma which 
presents with headache and other features) 


In any patient on Bisphosphonates, the most important symptom that he 


needs to urgently report is 


+ |Severe, sudden Heartburn} J or (either is correct) 


Key|e Remember that ACE inhibitors (e.g. ramipril, enalapril) and 
Potassium sparing diuretics (e.g. Spironolactone) can cause 
> lhypeRkalemia. 
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| Key |e Remember that Loop Diuretics (e.g. Furosemide) and Thiazide 


21! like diuretics (e.g. Bendroflumethiazide) can cause 


> hhypOkalemia, 


Key | When using macrolides (e.g. Clarithromycin), STOP SIMVASTATIN!! 


In other words, 
Concomitant use of Clarithromycin + Simvastatin is Contraindicated! 


Note, Clarithromycin + Atorvastatin (not Simvastatin) is OK. 


Mechanism of Action of 


Tranexamic Acid (for menorrhagia) 


> |Inhibits fibrinolysi 


N-Acetylcysteine (for paracetamol overdose) 


> Protection from free radicals). 


Low Molecular Weight Heparin (LMWH) 


+> Inhibits the conversion of prothrombin to thrombin| (activate the 
|” 


antithrombin) “the same initial mechanism for unfractionated heparin as well”. 


® Copper IUD as an Emergency Contraception “after unprotected sex” 


> jinhibits Implantation) (inhibits fertilisation). 


Oral Progesterone-only emergency contraceptive Pills - Levonorgestrel 


> inhibits Ovulation 


Ulipristal acetate (EllaOne) 


> inhibits or delays Ovulation 
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trength ABV (in %) 4 Volume (in ml) § 1000 = ... Units 


o Beer: 
V 1 pint of beer (3.5%) = 2 Units. 


V 1 pint of premium beer (5-6%) = 3 Units. 


oO Wine: 

Vv Small glass 125 ml = 1.5 unit 
Vv Medium glass 175 ml = 2 units 
V Large glass 250 ml = 3 unit 


© Cider: 1 pint of cider = 3 units. 


A man drinks half a litre of vodka (ABV 40%) and a pint of beer (3.5%) a week. 


40% X 500 ml + 1000 = 20 Units 
+ 


1 pint of 3.5% beer = 2 Units 


So, he drinks a week. 


UK guidelines recommend that a person should drink 


- No more than 14 units a week, 
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- No more than 3 units a day, 


- with at least 2 alcohol-free days a week. 


ee Important Side Effects 


Calcium Channel Blocker (e.g. Diltiazem, Verapamil) 
> Ankle Swelling, Gingival Hyperplasia. 


Beta-blockers (e.g. Atenolol) 


> Bronchoconstriction (Wheezes, SOB, heavy chest...). 


Beta-Agonist (e.g. Salbutamol) 
> Tachycardia/ Palpitations/ Muscle twitching and tremors. 


ACE inhibitors (e.g. lisinopril, enalapril) 


—> Dry cough (Give ARBs e.g. Losartan instead -important-), Hyperkalemia. 


Diuretics 


V Loop (furosemide) > Hyponatremia, Hypokalemia, Gout (hyperuricemia). 


V Thiazide (bendroflumethiazide) > Hyponatremia, Hypokalemia, Gout, Postural 
hypotension, Hyperglycemia 


V Potassium sparing (spironolactone) > Hyponatremia, HypeRkalemia, Gynecomastia. 


Metoclopramide 
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v Extrapyramidal effects > dystonia, akathisia, parkinsonism, bradykinesia, tremors. 


Vv Neuroleptic malignant syndrome > high fever, sweating, tachycardia, 
agitation, confusion, muscle rigidity, neck stiffness. 


Haloperidol > Sexual Dysfunction + Gynecomastia. 


Fluoxetine (SSRI) > Anorgasmia (delayed ejaculation). Other: hyponatremia 
So, ina man who has erection but no or delayed ejaculation > Fluoxetine 


@ Neuroleptic malignant syndrome is a rare but dangerous condition seen in 


patients taking antipsychotic medication. 


yaSome causing drugs} 


V Haloperidol (Typical Antipsychotic). 
Vv Metoclopramide (Antiemetic, antidopaminergic, cross blood-brain-barrier). 


Features 

Vv Onset usually in first weeks of treatment or after increasing dose 
Vv Pyrexia (fever) 

V Agitation 

Vv Confusion/ altered consciousness 

Vv Muscle rigidity (e.g. neck stiffness) 

Vv Tachycardia 

Vv Sweating 


A raised creatine kinase is present in most cases. Acute kidney injury 
(secondary to rhabdomyolysis) may develop in severe cases. A leucocytosis may 
also be seen. 
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¢ Stop antipsychotic 

¢ Rapid cooling 

¢ IV fluids to prevent renal failure 

¢ Dantrolene “post-synaptic muscle relaxant used in NMS” 
¢ Dopaminergic agent such as bromocriptine 


NOTES 
¢# Do not use Metoclopramide in nauseous patients with Parkinson’s. 
¢ Do not use Haloperidol in psychotic patients with Parkinson’s (use lamotrigine). 


Example (1), 
10-month-old child who weighs 10 kg has been prescribed trimethoprim for UTI 
at a dose of 4 mg/kg twice a day. The preparation of trimethoprim is 5|0mg/Sml. 


What is the dose to be given to this child? 
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| So, the answer > 4 mi BD | 


Example (2), 

18-month-old child who weighs 15 kg has been prescribed trimethoprim for UTI 
at a dose of 6 mg/kg twice a day. The preparation of trimethoprim is 40mg/4ml. 
What is the dose to be given to this child? 


So, the answer > 


Polypharmac 


Vv An old patient (usually > 60 YO) 

V Takes 2 5 Medications 

V Presents with dizziness, confusion, Frequent Falls (+ Hx of feeling dizzy a 
few moments before a fall). 
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Vv Due to postural hypotension (caused by multiple drug intake especially 


anti-hypertensives and anti-cholinergics). 


Key | A patient on ramipril and bendroflumethiazide was found to have serum 
29 | potassium of 5.9 (high) and serum sodium of 128 (low). 


In this case, 


O The Thiazide like diuretics (bendroflumethiazide) has caused > hyponatremia, 
© The ACE inhibitor (ramipril) has caused > |Hyperkalemial. 


Key | Lithium 


Key 
31 


Vv For Bipolar Disorder. 


vaBefore commencing it, do the following testsHiiiiiedeaciim 


¢ Others: Pulse, BP, Pregnancy Test, Parathyroid hormone, FBC, U&E, Ca, Mg. 


Before prescribing amiodarone 


Payor Fe TN or 17) OOOO cp yen 1 AR AR wes 
Serum Electrolytes and Urea measurements should be obtaine ] . 


entanyl patches) 
If the oral route is not tolerated) @ \the pain is STABLE at the shifting time 


Example, 

A patient with nasopharyngeal cancer is being pain controlled on oral morphine 
that manages his pain well. However, he now has difficulty in swallowing his 
morphine tablets. What should be done? 


> Replace oral morphine with transdermal fentanyl patch). 


(In this scenario, the pain is already stable “controlled”. Thus, shifting to a 
fentanyl patch is appropriate). 


If fentanyl patch was not among the options, pick Subcutaneous morphine. 


Example 

A terminal bladder cancer patient has lower abdominal pain that is well 
controlled with Oral Codeine Phosphate. However, he is nauseous, and finds it 
difficult to keep taking oral medications as he is weak to swallow. What should 
be done? 


Oral codeine can be replaced by either 
V Buprenorphine patch (best option if given), or 
Vv Subcutaneous Morphine. 


Note that he cannot tolerate orally, thus any oral option is WRONG! 
Also, Fentanyl patch is inappropriate as it is very potent compared to his 
current method of pain control. It will be an unnecessary exposure to more 
opioids (Overdose). 

Finally, there is no Subcutaneous form of Codeine! 
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So, in controlled pain (stable pain) 
o Change from oral morphine to — Fentanyl patch. 
o Change from oral codeine to Buprenorphine patch OR SC morphine. 


This is because fentanyl patch needs 12-24 hours to achieve its therapeutic 
level (long half-life). During this period, the patient will remain in pain! We 
need something faster! 


Example 

After an anterior resection of rectum, the pain was controlled with oral 
oxycodone. Now, the pain is not controlled and the patient has started to 
vomit and cannot tolerate orally. 


> Shift to lV morphine 


Vv Fentanyl patch is not suitable as the pain is not well controlled. 
Vv Any oral analgesic is not suitable as he cannot tolerate orally. 


An elderly with Parkinson’s disease has developed an episode of acute 
psychosis and become aggressive. He punches everyone approaching him in 
the face. 


The most appropriate immediate Rx > (for rapid tranquilization) 


e Lorazepam is a rapid acting benzodiazepine. (Could be given IM here). 
¢ Haloperidol (Typical Anti-psychotic) is contraindicated in elderly with 

psychosis/ dementia especially in Parkinson’s disease patients. 

¢ Olanzapine and Risperidone (Atypical Antipsychotics) can exacerbate 
Parkinson’s disease. 


Copyrights @ PlablKeys.com 


Note, if the aggressive/ distressed patient has no Dementia, Alzheimer’s, or 
Parkinson’s > we could consider Haloperidol or Olanzapine as a short-term 
therapy if non-pharmacological (de-escalation) techniques have failed. 


Key 
33 Plasma concentration 
70 


oral route 


Time (hours) 
—____+ 

—- 

8 10 


o Plasma concentration of a drug peaks much faster for IV route than 


the oral route. Why? 


— |Hepatic First Pass Elimination 


v IV drug goes directly to the systemic circulation “blood” i.e. it does not go to 
liver for metabolism which takes time and reduces the drug bioavailability. 

Vv On the other hand, oral drug goes to gut, then via the portal system to the 
liver where it is metabolised and its bioavailability is reduced. 


Key | @ Features suggesting DVT “Deep Vein Thrombosis (e.g. pain/ swelling of calf 
34 | muscles) 


Start > |Low molecular weight heparin LMWH (enoxaparin) until DVT is ruled out! 
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Key | In Diabetic Neuropathy: 
35 
Tete i geyerehaalimer-tin) Can present in any form of the following: 


(Burning), ((Tingling), (Numbness), (itching), ((Paraesthesia), (Shooting/ Stabbing) 


Example, a diabetic patient with ankle ulcer with agonising Burning Pain. 


Rx? > Amitriptyline] (1% line) or or Duloxetine or Pregabalin. 


Away Goes D neuropathic Pain 


(+) Good glycemic control. 


Another example on Neuropathic pain: 


A 46 YO man has undergone a surgery to remove mandibular cancer presents 
with perioral paraesthesia and severe perioral pain that is not relieved by oral 
morphine and oral ibuprofen. The skin is very tender to touch. 


Rx > (15 line) or Gabapentin lor Duloxetine or Pregabalin 

This is likely a neuropathic pain due to nerve injury during the operation. 
Another example on Neuropathic pain: 

An elderly with terminal prostate cancer with his pain is being controlled with 


fentanyl patch. A few weeks ago, he develops shooting pain radiating down 
both his arms to his hands. He describes it as a stabbing pain. 


Rx > Amitriptyline (15 line) or Gabapentin lor Duloxetine or Pregabalin 
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Doxycycline and many other medications can cause nausea and vomiting if 
38 | they were taken orally on an empty stomach. Thus, a simple advice to the 


patient 


> to take the medication with meals (not before meals) might prevent nausea. 


Key | A 42 YO man weighs 80 kg presents for a procedure. He was given 20 ml of 1% 
39 | lidocaine without epinephrine prior to the procedure. If the maximum allowed 
dose is 4 mg/kg, how much of 1% lidocaine can be given to him? 
1% — 10mg/ml (constant) 
Max dose: 4mg/kg. He is 80 kg. 


So, 4 X 80= 320 mg (max dose) 


(X) = (320 X 1) +10=32 ml 
He was already given 20. 


So, the remaining dose = 32 - 20 = 42 mi 


Key | Example, A29 YO patient presents to the ED with tachycardia, palpitation and chest 
40 | pain. She isan asthmatic and her GP has recently changed her medication. 


> [Review her medication) (she is asthmatic and beta-agonists are known to 


cause Tachycardia). 
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Beta-Agonists (e.g. Salbutamol, Salmeterol) which are used for Asthma 
management can cause Tachycardia and Palpitation, 


whereas Beta-blockers (e.g. Atenolol, Propranolol) which are used for rate- 
control can worsen Asthma by causing bronchoconstriction! 


Key | A50 YO post-op patient has his pain controlled with oral morphine 60 mg 
42 | BD. However, he is now unable to tolerate oral medication, what should 
be done? 


Shift to continuous Subcutaneous morphine infusion. 
What will be the dose?? 
Let’s analyse it: 


Vv The patient is pain-controlled on 60 mg BD oral morphine (twice a day), 
this means 120 mg in 24 hours. 


When shifting from Oral morphine to SC morphine > (+ 2) 


So, he would need (120 + 2) = 60 mg SC morphine in 24 hours 


Therefore, the final Answer: 


MEEEEEIREI RS PEPE PETTERS UN Pie, ME PPI MY VV IMU MOGULS TMontin, 
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Remembers 
When replacing one analgesic with another, the dose should be 
modified as follows: 


From [Oral morphine to Subcutaneous morphine] > (+ 2) 
From [Oral morphine to Subcutaneous diamorphine] > (+ 3)) 
From [Oral tramadol to lV morphine] > ( 20) 


Aprostate cancer patient was pain-controlled on 600 mg oral tramadol 
hydrochloride a day. He now cannot tolerate oral medications and 
therefore, the doctors have decided to shift himtolV morphine to be 
given in hospital. What should be the dose of IV morphine? 


From [Oral tramadol to IV morphine] > (: 20) 

So, 600 + 20 = 30 

The answer is > 30 mg. 

When shifting from Oral Tramdol to IV morphine > (+ 20)} 


Selective serotonin reuptake inhibitors (SSRIs) are considered first-line 
treatment for the majority of patients with depression. 

Citalopram and fluoxetine are currently the preferred SSRIs. 

Sertraline is useful post myocardial infarction as there is more evidence for 
its safe use in this situation than other antidepressants. 

SSRIs should be used with caution in children and adolescents. Fluoxetine is 
the drug of choice when an antidepressant is indicated. 
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V Gastrointestinal symptoms are the most common side-effect. 
V There is an increased risk of gastrointestinal bleeding in patients taking SSRIs. 
Vv A proton pump inhibitor should be prescribed if a patient is also taking a NSAID. 


Avoid concomitant use of SSRI with: NSAIDs/ Aspirin/ Warfarin/ Triptans. 


IMPORTANT 
SRIs can take 2-4 weeks before antidepressant effect can be see 


V if no response after 2-4 weeks > Check patient’s adherence (compliance). 
V if no response after 4 weeks + the patient is compliant 
> either { dose or switch antidepressant. 


Example, 


A 33 YO man has depression and has been recently started on sertraline (a 
SSRI). When can a therapeutic effect be seen? 


1-2 hours | 1-2 day [1-2 weeks| 1-2 months 


The closer answer to 2-4 weeks. 


Some Side effects: 


V Haloperidol > Sexual Dysfunction + Gynecomastia. 
Vv Fluoxetine (SSRI) > Anorgasmia (delayed ejaculation). 
Other: SIADH “hyponatremia” 


So, ina man who has erection but no or delayed ejaculation 


The causative drug is > 
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For Reading: 


Vv Following the initiation of antidepressant therapy patients should normally be 
reviewed by a doctor after 2 weeks. For patients under the age of 30 years or at 
increased risk of suicide they should be reviewed after 1 week. If a patient makes a 
good response to antidepressant therapy, they should continue on treatment for at 
least 6 months after remission as this reduces the risk of relapse. 

v When stopping a SSRI, the dose should be gradually reduced over a 4-week period 
(this is not necessary with fluoxetine). Paroxetine has a higher incidence of 
discontinuation symptoms. 


Key 
47 


Vv Discontinuation symptoms: 
increased mood change, restlessness, difficulty sleeping, unsteadiness, sweating, 
gastrointestinal symptoms: pain, cramping, diarrhoea, vomiting, paraesthesia 


Red circular itchy rash > Likely fungal infection 
“ringworm infection = dermatophytosis” 


Give > 


(Note, Fusidic acid “Fucidin cream” is antibacterial and thus not suitable for fungi) 


A 30 YO asthmatic patient on 3 inhaled medications for her asthma. 2 of which 
are regular and one is when needed. She now complains of twitching and 
tremors of her hand hands. What is the Culprit medication? 


V The 2 regular inhalers are > LABA (Salmeterol) and Inhaled Beclomethasone. 
Vv The 1 as needed inhaler is > SABA (Salbutamol). 


The most likely one that has caused tremors is > Salbutamol inhale 


Remember that salbutamol (short acting beta agonist) and salmeterol (long 
acting beta agonist) have the same side effects but salbutamol being used as 
needed means that it can be overused and thus is more likely to cause side 
effects. 


Remember, side effects of: 
© Beta-Agonist (e.g. Salbutamol) 
> Tachycardia/ Palpitations/ Muscle twitching and tremors. 


© Heroin overdose > give Naloxone. 


© Heroin detoxification (against withdrawal symptoms) > give [Methadone 


<i Heroin withdrawal features: 


Think of it as it is your girlfriend :D © 


Your (heroin) leaves you “Withdrawal”: 


- You cry alot > Watery eyes and runny nose. 
- You cannot sleep > Insomnia. 
- You miss her > Agitation. 
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Drug Withdrawal Features 


Withdrawal begins 12 hours after last dose 

- Peaks at 24-48 hours 

- Increased body secretions: sweating, diarrhea, runny nose, tearing 
(Flue-like symptoms esp. early in withdrawal) + 

- Pain: Abdominal pain, joints (arthralgia), muscle aches. + 

Others: agitation, insomnia, anxiety (common in other drugs) 


Benzo- Withdrawal begins 1-4 days and peaks at 2 weeks. 

diazepines Panic attacks + Other common (agitation, insomnia, anxiety) 
Remember: benzodiazepines are used to treat panic attacks and 
anxiety. 


Cocaine Within hours of last dose and peaks in a few days. 
Depression, irritability, muscle aches + Others (insomnia ...) 


Alcohol e symptoms start at 6-12 hours: tremor, sweating, tachycardia, 
anxiety. 

e peak incidence of seizures at 36 hours 

¢ peak incidence of delirium tremens is at 48-72 hours: 


coarse tremor, confusion, delusions, auditory and visual 
hallucinations, fever, tachycardia 


Management 
- first line: benzodiazepines e.g. chlordiazepoxide. 


Lorazepam may be preferable in patients with hepatic failure. 
Typically given as part of a reducing dose protocol 


« carbamazepine is also effective in treatment of alcohol withdrawal 


« phenytoin is said not to be as effective in the treatment of alcohol 
withdrawal seizures 


Copyrights @ PlablKeys.com 


Respiratory Depression (Low RR) 
Low BP 

Low HR 

Pinpoint pupils (constricted pupil 
Constipation 

Give Naloxone 


Cocaine High RR 
High BP 
High HR 
Mydriasis (dilated pupils) 
Hyperthermia and sweating 
Restlessness and Agitation 


neurological: agitation, anxiety, confusion, ataxia 
cardiovascular: tachycardia, hypertension 
hyponatraemia 

hyperthermia 

rhabdomyolysis 

uncontrolled body movements, Trismus. 


Management 


« supportive 
« dantrolene may be used for hyperthermia if simple 
measures fail 
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Mydriasis - Flushing and sweating — Hyperreflexia-Diarrhea — 
(Lysergic Acid | Paraesthesia 
Diethylamide) | Delusions and Hallucinations (Pathognomonic) 


| - apatient smelling colours and seeing sounds > LSD | 


Heroin > 7 body secretions (watery eyes, runny nose, diarrhea, 
sweating) + Pain (abdomen, muscles) + Others. 

Cocaine > DEPRESSION + Others. 

Benzodiazepines > Panic attacks + Others. 

Alcohol >Nausea, Vomiting, Irritability + tremors + Hallucinations + 
Others 


Heroin > everything is decreased: low HR, Low RR, Low BP, Pinpoint 
(Constricted) pupils. 

Cocaine > The Opposite: high HR, high RR, high BP, Mydriasis (Dilated 
pupils). 

LSD > delusions, hallucinations, a patient sees sounds and smells 
colours. 


© Copper IUD as an Emergency Contraception “after unprotected sex” 


> |inhibits Implantation) (inhibits fertilisation). 


Oral Progesterone-only emergency contraceptive Pills - Levonorgestrel 


> linhibits Ovulatio 


secondary to Cirrhosis (alcohol abuse, ascites, spider naevi) 


> (Potassium-sparing diuretics). 
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<aiCommonly Asked Antibiotic Treatment (Important) 


Do not worry if you cannot memorise these at once as all of them will come 
across while studying the full notes. 


Community Acquired Pneumonia Amoxicillin 

(Mild) 

Community Acquired Pneumonia Amoxicillin + Clarithromycin 
(Moderate) 

Community Acquired Pneumonia Co-amoxiclav + Clarithromycin 


(Severe) 


Co-amoxiclav = Amoxicillin + clavulanic acid 
e.g. Augmentin® 


Pneumocystis Jirovecii “P. Carinii” Co-Trimoxazole 
= (Trimethoprim + Sulfamethoxazole) 
= Bactrim® 

Tuberculosis (TB) Vv First 2 months > (Ripe) > 
Rifampicin, Isoniazid, Pyrazinamide, 
Ethambutol. 
Vv The next 4 months (Ri) > 
Rifampicin, Isoniazid. 


Aspiration Pneumonia Amoxicillin + Metronidazole 


Out-of-hospital Meningitis Benzylpenicillin 
In-hospital meningitis (most types) Ceftriaxone 
Listeria Meningitis Ceftriaxone + Ampicillin + Gentamicin 
Cryptococcal Meningitis Amphotericin B 
Meningitis Prophylaxis “for contacts” v Ciprofloxacin “preferred” or: 
V Rifampicin 
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Lower uncomplicated UT] Trimethoprim or Nitrofurantoin 
(in a non-pregnant 9) 

Candida albicans (Vulvovaginal Clotrimazole or Fluconazole 
Candidiasis) 

Trichomonas Vaginalis Metronidazole 

e Bacterial Vaginosis (Gardnerella Vaginalis) Metronidazole 

e Trichomonas Vaginalis 


Cervicitis (Chlamydia) 


Cervicitis (N. Gonorrhea) 


PID “Pelvic Inflammatory Disease” Differs based on hospital guidelines, 
one example: (CDM) 
Ceftriaxone + Doxycycline + 


Metronidazole 
Syphilis Penicillin G 
Genital Herpes “HSV” Aciclovir 
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Salmonella/ Shigella/ Campylobacter | Erythromycin or Azithromycin or 
Clarithromycin 
Or Ciprofloxacin 
Clostridium Difficile Vv Oral Metronidazole “first line” 
“Pseudomembranous colitis” Vv Vancomycin “if severe” 
H. Pylori OAC Regimen 
Vv Omeprazole (PPI) 
Vv Amoxicillin 
V Clarithromycin 


Acute “bacterial” Otitis Media Amoxicillin 
URTI “Pharyngitis/ Tonsillitis/ Phenoxymethylpenicillin 
Laryngitis” 


Cellulitis 
Mastitis Flucloxacillin 
Diabetic Foot Infection 


Septic arthritis Flucloxacillin + Sodium Fusidate 
Osteomyelitis 


Scabies 5% Permethrin 
Toxoplasmosis Pyrimethamine + Sulfadiazine 
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Psychiatry 


Post-partum menial health problems 


"‘Baby-blues' Postnatal depression Puerperal psychosis 
“Post-partum Blue (Post-partum Psychosis) 
Vv Typically seen 3-7. ~=—- V Peaks at 3 or 4 weeks V Begins at 2-4 days postpartum 
days following birth postpartum but can occur and peaks at 2 weeks. (Can 
and is more common _ anytime in the first 6 months. present at any time after 
in primiparous. delivery) 

Vv Features are similar to 
Vv Mothers are depression seen in other vV Features include severe swings 
characteristically circumstances. in mood (similar to bipolar 
anxious, tearful and disorder) and disordered 
irritable Mothers care for baby but with perception (e.g. auditory 


occasional thoughts of harming _ hallucinations) 
® Mothers care for baby. 


baby. Important hints: 
© Mothers are mostly & Important examples: ¢ Thoughts of harming baby. 
Crying ¢ Hearing voices saying baby is 
¢ She feels she cannot look after evil or has evil eyes. 
her baby and ¢ Delusions that the baby is 


¢ She won’t be a good mother. deformed or evil. 


¢ Tearful, Anxiety. ¢ Insomnia and Disorientation. 
¢ Worries about baby’s health. ¢ Thoughts of Suicide. 

¢ Worries about her ability to 

cope with her newborn. 


# Admission to hospital with a 


* Rx > then “if she is specialist mother-baby unit. 
explanation and breastfeeding > Sertraline is the 
support. SSRI of choice” # Mood stabilisers. 

# Antidepressants. 


Copyrights @ PlablKeys.com 


©Tolulope Vv 
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A woman has delivered a baby 6 weeks ago. She feels sad and has no interest to 
feed her baby. She eats poorly and has poor sleeps. She says that the baby has 
evil eyes. 


Vv The likely Dx > |Post-partum psychosis. 


Vv Clues: baby has evil eyes — lacks caring for baby. 


Example (2) 
A woman has delivered a baby 3 days ago. She thinks that the midwife wants to 
harm her baby. She sometimes hears voices. She thinks that the nurses are 


plotting to steal her baby. Sometimes, she gets intrusive thoughts to harm her 
baby. 


Vv The likely Dx > [Post-partum psychosis. 


Vv Clues: baby has evil eyes — lacks caring for baby — Harming baby — Delusions — 
Hallucinations. 
Vv Rx > Electroconvulsive Therapy (ECT) 


©@Tolulope Vv 


Example (3) 


A 34 YO woman has delivered a baby 3 days ago. She has anxiety, irritability and 
poor sleeping. She is crying all the time. 


The likely Dx > |baby-blues. 
The most appropriate management > Reassurance], 
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A 30 YO woman who gave birth 6 months ago presents to her GP complaining 
that she is crying all the time, not bonding with her baby. Worried about baby’s 
health constantly, being unsure if she can cope with this new change in her life. 


The likely Dx > |Post-natal depression. 


Rx > CBT, then SSRIs “if she is breastfeeding > Sertraline is the SSRI of choice” 


Vv Remember, baby-blues are early after delivery (3-7 days). 

Vv “Crying all the time” is also an important feature in baby-blue. 

However, 6 months after delivery along with the other features make it 
Depression. 

Vv No features of Psychosis here (e.g. baby has evil eyes, delusions...). 

Vv The other features support postnatal depression (review the table above). 


Psychological Conditions related to [Unexplained Symptoms 


There are a wide variety of psychiatric terms for patients who have symptoms 
for which no organic cause can be found: 


“SoMatisation = So Many symptoms and investigations with no physical cause” 


Vv Patient refuses to accept reassurance or negative test results. 


A 30 YO © complains of abdominal pain, headache, shortness of breath, 
unsteadiness, palpitations, and numbness of lower limbs for several months. 
ECG, X ray, Neurological examinations, and abdominal ultrasounds show 


normal findings. 
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Somatisation disorder. 


rersistent peer in the presence Of ah UNGePyIng oEnIVUS VISECASE, ©.g. Lancer, AlV 
Hypo=under > underlying SERIOUS DISEASE. 
Patient again refuses to accept reassurance or negative test results 


o A woman persists that she has pancreatic cancer just like her dead husband. 
o A person believes that his benign lump is a cancer despite all reassuring 
investigations. 

o A minor headache is caused by a brain tumour. 

o Tiredness is caused by HIV. 

o A mild rash is the start of skin cancer. 


(2) Copyright Warning! Tolulope v 


The intentional production/ falsification/ fabrication of physical or 
psychological signs and symptoms mostly to obtain medical attention and 
treatment. 


© A woman always presents to the hospital complaining of abdominal pain 
and bloody stools. She brings a stool sample from home and is never able to 
produce a stool sample at hospital. Her stool samples and urinalysis are 
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normal. This is the third time in the same month she visits the hospital. Her 
abdomen shows multiple scars of laparoscopies. She insists on getting more 
investigations although no abnormalities are found. 


~> [Munchausen’s syndrome 


(She is likely to be intentionally inserting blood into her stools at home to seek 


medical attention. Previous laparoscopies are done looking for the cause of her 
symptoms and abdominal pain but none has been found. She still insists on more 
medical attention! She has abdominal pain but as doctors cannot discover the 
cause, she is fabricating signs “putting blood her stools” so they can care more). 


vViAaAliinge Le | 


Fraudulent simulation or exaggeration of symptoms with the intention of 


finanrial ar athor anain fac far ramnoncatinne tan aunidn military cansico tn 
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obtain an opiate prescription). 


Vv Typically involves loss of motor or sensory function without organic cause. 
Dissociative = Sensory loss “and or motor” 

Vv The patient doesn’t consciously -intentionally- feign “fabricate” the symptoms 
(factitious disorder) or seek material gain (malingering) 

Vv Patients may be indifferent to their apparent disorder — la belle indifference -. 


A 30 YO female is brought to hospital with limbs paralysis that developed 
after she has witnessed a card accident. She cannot remember what 
happened. 


> (loss of motor/ sensory function) without organic basis. 
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A 29 YO female witnessed a tragic car accident in which a boy had died. She 
could not sleep remembering the event. The following morning, she woke up 
unable to see. She has no previous medical or psychological history. 

> (loss of motor/ sensory function) without organic basis. 


Vv A person deliberately and consciously acts as if he or she has a physical or 


mental illness when he or she is not really sick. 

V People with Ganser syndrome mimic behaviour that is typical of a mental 
illness, such as schizophrenia. 

v Ganser syndrome is sometimes called “Prison Psychosis” because it was first 
observed in prisoners. 

(remember: Ganser = Gangster “prisoners” who claims mental illness to get a 
parole — release -). 


A prisoner was taken to hospital. He complains of hallucination. When he is 

asked questions, he provides wrong answers but in the correct category. E.g. 

when asked who is the prime minister of England, he answers “Bill Clinton”. 
SS ee eT | 


~ juanser synarome. 


Cotard’s delusionEgNihilistic delusion) 


The affected person holds the delusional belief that they are already dead, do 
not exist, are putrefying, or have lost their blood or internal organs. 
Also, the world has ended, nothing matters anymore, and any effort is pointless. 
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The affected person holds the 

i delusional belief that they are 
, , are 

| putrefying, or have lost their j 


| blood or internal organs and 
! 

1 Also, the world has ended, 

nothing matters anymore, and 

any effort is pointless. 


For All FULL Notes on All “| Gob tke — Visit Our Website: www. Bop skeyess com 
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Note that it is not always about thinking of being “dead”. 


Example, 


A man thinks that he does not have bowel and limbs and no one cares about it. 


> |Nihilistic Delusions. 


Delusional Misidentification 


People who experience this syndrome will have an irrational belief that 
someone they know or recognize has been replaced by an imposter 
“pretender”. They may, for example, accuse a spouse of being an imposter of 
their actual spouse. 


Exampl | > “You look identical to my husband but you are not him “! 
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Exampl e| > “A Young man is not allowing his father to enter the house as he 
thinks he is replaced by an identical looking imposter “! 


A person holds a delusional belief that different people (more than one) are in 
fact a single person who changes appearance or is in disguise (Masked). 


> “A Young man thinks that every old man he meets is actually his 


father even though they look different but he is sure that they are his father 
but wearing a different disguise “! 


#& You look like him and pretend you are him but you are fake (not him) 
> Capgras 


# These 2 people are one person but changes his appearance 
> Fregoli 


v Acute alcohol withdrawal symptoms (sweating, agitations, tremors, altered 
mentation) 


> \Chlordiazepoxide “First” + then give [Thiamine (Vit. B1 


lf with “seizure” or “Hallucination” [i.e. Delirium Tremens] 


> |IV Lorazepam. Or “If IV Lorazepam is not in the options) 


vi Wernicke’s encephalopathy (CAS: Confusion, Ataxia, Squint: ophthalmoplegia, 
Nystagmus, diplopia), 


> (Thiamine) (iv Pabrinex) or (High potency Vitamin B Complex). 
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An alcoholic wants a medication to serve as a Deterrent when he takes alcohol 


“Abstinence” > Disulfiram. 


vj An alcoholic wants a medication to help reduce withdrawal symptoms 


> (Chlordiazepoxide.. 


An alcoholic wants a medication to reduce his Craving for alcohol > 


v 
te 


Acamprosate. 


3 days post-hernioplasty, a 55 YO patient has become agitated, aggressive, 
confused and developed auditory hallucination. 


Hb (normal), MCV 112 (high), Gamma-GT (high), ALP (normal). 


The most appropriate management > Lorazepam. 


v Although this stem does not mention a Hx of chronic alcoholism, we can spot 
this from the raised MCV and GGT. 


Note, in a stem with post-operative patient develops confusion, aggressiveness, 


suspect > (Chronic alcohol consumption. 


Vv Since the patient has not been drinking for 3 days, he developed Delirium 
tremens (Hallucination is the clincher). 


Vv If the symptom developed in 6-24 hours after the surgery and there was no 
hallucination or seizures, it would only be “Acute Withdrawal Symptoms” such 
as sweating, tachycardia, anxiety, tremors. We would give 

+> Chlordiazepoxide in this case. 
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Vv If CAS (Confusion, Ataxia, Squint: ophthalmoplegia/ Diplopia), this would be 
Wernicke’s encephalopathy. We would give 
> Thiamine (Vit B1) 


On the fourth day post-operative day, a woman has become confused and she 
sees spiders on her bed. 


The likely Dx > 


(She is likely a chronic alcoholic and now develops hallucinations -seeing 
spiders- which indicate delirium tremens for which IV Lorazepam is used) 


Anorexia Nervosa Bulimia Nervosa 


Significant Weight Loss due | @ Repeated episodes of uncontrolled overeating 
to self-food restrictions, (binge eating) followed by feeling guilty and thus 
excessive exercise, self-induced | compensatory mechanisms for weight loss (e.g. 
vomiting, laxative/ diuretics fasting, excessive exercise, self-induced vomiting, 
misuse. laxative/ diuretics misuse) 


® Intense drive for thinness Excessive eating > Guilt > Weight loss mechanisms 
(the patient always seeks to 
become thin and terrified of O/E: some features may be found: 
being obese) V Parotid swelling 
V Thickened calluses on hand dorsum (due to 
Vv Thickened calluses (can be hand injury during self-induced vomiting) 
found) 


BMI < 17.5 kg/m? BMI is usually > 17.5 kg/m2 


Management of Anorexia Nervosa 


© If BMI < 15, rapid weight loss + evidence of system failure (medical 
complications) 

> Refer urgently to Medical ward/ Paediatric ward (patient needs to be treated 
and stabilised first!). 


If severe electrolyte imbalance, bradycardia, hypoglycemia 
> Admit to acute medical ward regardless of the BMI. 


If BMI < 15 but WITHOUT medical complications 


> Refer urgently to eating disorder unit (nothing to treat in the medical ward as 
no medical complications; the patient needs to eat as their BMI is very low). 


Qa Copyright Warning! Tolulope v 
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© If BMI 15-17.5, and No evidence of system failure or medical complications 
> Refer routinely to eating disorder unit (EDU) or to the local community 
mental health team. 


© If severe self-harm, high risk of suicide 
> Amit to an acute psychiatric ward. 


If BMI > 17.5 (mild anorexia) WITHOUT complications 


—- = __ ee ee Se ae Se ae ee ee 2S ee 


> build a trusting relationship with the patient, encourage the patient to use 
self-help books and a food diary. 


Try to follow your common sense and logic to absorb these lines for the exam. 


1619 YO 9, BMI 12.5, has reduced her good intake for a few months, No 
menstruation for 1 year, BP 70/50, HR 46 


— |[Admit to Medical ward. 


2021 YO 9, has obsessive thinking that she is overweight, Her BMI is 17, She 
abuses laxatives and heavily exercises, her BP is 90/60. 


— |Refer to eating disorder unit 
(If SBP < 90 — Medical ward) 


35 16 YO female is brought by her mother after she has fallen down while in a 
shopping mall but recovered fully in less than a minute. The mother says that her 
daughter did not eat anything for 4 days because she is adamant that she is obese 
and needs to lose weight. The girl is sweaty and her blood glucose is 2.4. Her BMI is 
18. The girl refuses to be admitted. What should be done? 


— (Compulsory admission to the medical ward. 
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¢ Although her BMI is not very low, she has hypoglycemia and loss of 
consciousness which prompts an urgent admission as hypoglycemia might be fatal if 
not corrected. Remember, blood glucose of < 4 is considered hypoglycemia. Other 
features of hypoglycemia include sweating, tachycardia, confusion. 


¢ Seeking legal advice is inappropriate because of the urgency of the situation. 
Hypoglycemia might be fatal if left uncorrected. 


¢ As she refuses a voluntary admission despite her serious complication, she is 
likely lacking insight and thus needs to be compulsorily admitted under the Mental 
Health Act). 


Remember, 


If severe electrolyte imbalance, bradycardia, hypoglycemia 


> Admit to acute medical ward regardless of the BMI. 


4019 YO 9, BMI 21, thinks that she is obese. She eats uncontrollably and then 
feels guilty and thus performs self-inducing vomiting and heavy exercises. 


The likely Dx — |Bulimia Nervosa. “Classic case” 


56 18 YO 9, BMI is 17.8, has bilateral parotid swelling, and thickened calluses on 
the dorsum of her hands. 


The likely Dx — [Bulimia Nervosal. “BMI > 17.5 + Parotid swelling” 


66 19 YO 9, has obsessive thinking that she is overweight, Her BMI is 14.5, She 
abuses laxatives and heavily exercises, her BP is 95/70 and HR is 70. 


> Refer urgently to eating disorder unit (nothing to treat in the medical ward as 
no medical complications; the patient needs to eat as their BMI is very low). 


Autism Spectrum Disorder 


¢ Global impairment of language and communication 
¢ Impairment of social relationships 
# Compulsive behaviour 
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¢ Collecting things (e.g. a boy has > 2000 toy cars) 

# Most children have a decreased IQ — the ‘savant’ is rare 

¢ Autism patients usually present when there is a change in their lives e.g. 
moving to a new school, death of someone they love. 


A 15 YO boy, performs poorly in school since he moved to a new school, has 
very little social interactions and friends, prefers solitary activities, if disturbed, 
becomes very upset and anxious, like collecting toys, has > 2000 toy cars. 


> Autism spectrum disorde 


Attention Deficit Hyperactivity Disorder ADHD 


Diagnostic Features 


Attention Deficit (inattention) Hyperactivity/Impulsivity 


Does not follow through on instructions Unable to play quietly 
Reluctant to engage in mentally-intense tasks Talks excessively 
Easily distracted Does not wait their turn easily 


Finds it difficult to sustain tasks Will spontaneously leave their seat when 
expected to sit 


Finds it difficult to organise tasks or activities Is often ‘on the go’ 


Oftan farcatéfiil in daily activitioc Often interriintive ar intritcive ta atherc 
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Often loses things necessary for tasks or Will answer prematurely, before a question 
activities has been finished 


Often does not seem to listen when spoken to Will run and climb in situations where it is 
directly not appropriate 


Q Copyright Warning! Tolulope v 
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A 6 YO child is brought by his mother. She says that he is easily distracted, 
interrupts other students when it is their turn to answer questions. He is also 
careless, not able to do a task for a long time and is unable to play quietly. 


> Attention Deficit Hyperactivity Disorder (ADHD 


Mania Hypomania 

e Lasts 2 7 days e A milder version of mania 

e Lasts for < 7 days, typically 3-4 days. 
Can be high functioning and does not 

impair functional capacity in social or 

work setting 

e Unlikely to require hospitalization 

e No psychotic symptoms 


e Causes severe functional impairment in 
social and work setting. 


e May require hospitalization due to risk 
of harm to self or others 


e May present with psychotic symptoms 
(Delusions/ Hallucination) 


The following features can be seen in both and 


o Mood 
Vv predominately elevated 
V irritable 


o Speech and thought 

V pressured 

V flight of ideas/ more talkative than usual 
V poor attention 


o Behaviour 
Vv insomnia (Decreased need of sleep) 
V loss of inhibitions: sexual promiscuity, overspending, risk-taking 
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Vv Reckless behaviour with no regard for consequences. 
V increased appetite 


The above features + Psychosis (De/usions/ Grandiosity/ Hallucinations) 


> Mania 


Mania + Depression (alternating) > Bipolar affective disorder. 
Rx > Mood stabilisers > (the best). 


Vv In alternating mood swings > |Mood stabilisers) need to be continued if they 


had been stopped. 


A 32 YO 2 had depression a few years ago has recently spent a huge amount of 
money on buying new clothes and accessories. She goes out with friends almost 
every day. She believes she knows the best places that serve food and thus she 
does not allow any of her friends to choose a restaurant. She sleeps less than 
usual and tends to fill her day with numerous activities. 


The patient had (Depression), Then developed (Mania) 

So, the Dx > Bipolar affective disorder. 

Vv Note that time gap does not matter. 

Vv Mania here > Grandiosity (she thinks she knows the best places to eat). 

Vv The rest features can be seen in Mania and Hypomania. However, since there 


is delusion of grandiosity, it is MANIA. 
Vv Mania alternating with Depression > Bipolar. 
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Some students think that “Hypomania” is closer to “depression” because of the 
prefix “hypo”. This is WRONG! Hypomania is a lesser form of mania. The main 
differences are that mania lasts longer (> 7 days) and often has additional 


psychotic symptoms such as delusions and hallucinations. 
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bought a new car and a house, doing multiple tasks simultaneously and thus do 
not finish them. 


The likely Dx > 


(DO NOT PICK MANIA unless there are associated psychotic features such 
as grandiosity, delusions, hallucinations + lasting for > 7 days) 


Hypomania is a mild form of mania. 


Low moods — Depression 
Low mood + High mood = Bipolar 


High mood only — Hypomania 
High mood + Psychotic > Mania 


A 32 YO @ has recently started to suffer from low moods, poor eating and 
insomnia. She prefers to stay at home and refuses to go out with friends. She 
also lost 7 kg in the last 10 weeks. A year ago, she was full of energy, optimistic 
and needed very little sleep. 
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The patient had ((Mania/ hypomania), Then developed (Depression) 
So, the Dx > Bipolar affective disorder. 


Bi dalielim IMPORTANT” 


Lithium is mood stabilising drug used most commonly in bipolar disorder but 
also as an adjunct in refractory depression. 


@ Features of Lithium toxicity (important) 


v Coarse tremor (a fine tremor is seen in therapeutic levels) 

Vv Muscular twitching 

Vv Nausea and Vomiting 

Vv Drowsiness, confusion ©) copyright Warning! Tolulope 
Vv Hyperreflexia 

Vv Seizure (in severe toxicity) 

Vv Coma (in severe toxicity) 


© Management 

- Take serum lithium levels. 
# Mild-moderate toxicity may respond to resuscitation with normal saline. 
# Haemodialysis may be needed in severe toxicity. 


Example 

A man with bipolar disorder for 10 years and knee pain for which he takes 
ibuprofen develops tremors, vomiting and confusion while travelling a long 
distance. 


The most appropriate test to be done > Serum Lithium concentration. 


Note, Diuretics and NSAIDs (e.g. Ibuprofen) increases renal reabsorption of 
lithium and hence, the serum lithium increases and may lead to toxicity. 
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Lithium + Pregnancy 


¢ Lithium is teratogenic (risk of fetal cardiac malformations “Ebstein anomaly”, 
thyroid disease, Floppy baby syndrome). 


If a woman on lithium is planning to get pregnant 


> [Reduce Lithium Gradually and Stop it before pregnancy is confirmed. 


If a woman on lithium becomes pregnant 
> Consider stopping lithium gradually over 4 weeks if she is well. 


© If a woman takes lithium while she is pregnant 


Vv Check plasma lithium levels Monthly till the 36 weeks of pregnancy, then 
Vv Check plasma lithium levels Weekly till birth. 


Lithium levels are checked 1 week after initiating lithium. 
After that, lithium levels are checked every 3 months while Liver Function Tests 
and Urea and Electrolytes are checked every 6 months. 


v Important, |\Check lithium levels 12 hours after taking the last lithium dose’ (as 


it has a narrow therapeutic range) 


Remember, 
Diuretics and NSAIDs can lead to 4 serum lithium levels. 


A bipolar patient on lithium was found to have high serum lithium levels and 
hypokalemia. He has recently started an antihypertensive medication. What is 
this medication? 


Copyrights @ PlablKeys.com 


Vv The diuretic that is used as an antihypertensive and can cause hypokalemia is 
> Thiazide like Diuretic (Bendroflumethiazide). 


Vv Diuretics can also 7% lithium levels. 


# Remember, ACE inhibitors can cause HypeRkalemia. 


The 2 most important tests to be done before initiating lithium are: 


* Thyroid Function Tests. 
* Kidney Function Tests. 


Vv Remember, not to be confused: 
Before prescribing amiodarone 


Serum Electrolytes and Urea measurements should be obtained. 


Important, 


In a bipolar patient who is on Lithium, an addition of a SSRI (such as Sertraline, 
Fluoxetine) can worsen the episodes of Mania. 


Therefore, \it should be stopped) if mania is worsened. 


(Antidepressants precipitate Manic episodes) 


A woman has depression since her husband died 6 months ago. 
She is on Amitriptyline (TCA) for 3 months now and she feels better. 
She would like to stop the medication. What is your advice? 


v Antidepressants are not addictive. 


Vv For fear of relapse, it is advised that antidepressants are continued for at least 
6 months in total even if there is improvement as in this case. 


V So, the advice would be > (Continue amitriptyline for another 3 months. 


A woman with depression after the death of her husband has completed 6 
months of SSRI and thus, he stopped taking her medication. After a while, she 
develops a feeling that she has pancreatic cancer just like her dead husband. 


The likely Dx > |Hypochondriacal delusion. 
The next step > Neuropsychiatric analysis. 


hondri 


Persistent belief in the presence of an underlying SERIOUS DISEASE, e.g. cancer, HIV 
Hypo=under > underlying SERIOUS DISEASE. 


Patient again refuses to accept reassurance or negative test results 


Depression Typical Features} 


Vv Low Mood. 

Vv Lack of Energy. 

V Loss of interest to do daily activities. 

Vv Insomnia “inability to sleep” “sleeps less than usual”. 
Vv Anorexia “loss of appetite”. 

Vv Weigh Loss. 
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Vv Difficulty in concentrating. Q Copyright Warning! Tolulope v 
v Avoid eye contact 


Depression can be described as > Low Mood. 


Important, 


Sleeps a lot, eats a lot, 4’ weight > Atypical Depression) “but still depression”. 


A woman with low mood but sleeps a lot and has an increased 
appetite and 7 in her weight. 


> \Atypical Depression| (in Typical depression, there would be J sleep and eating) 


First line Rx of Depression 


SS ICCRic “Colartiuo Garatnanin Raointakea Inhihitare” “talkoc 9A waookc tra winrl”’ 


Steps of Depression Management 


¢ Start with SSRIs (e.g. Fluoxetine, Sertraline, Citalopram...). 


# No response in 2-4 weeks? > Check patient’s to the medication. 


¢ Patient is adherent but still no response after 4 weeks of use? 


> either |7 the dose of SSRI OR Shift to a different SSRI 
OR shift to a different class of antidepressants] (e.g. Mirtazapine — presynaptic 


alpha 2 antagonist) 


Example 
A 65 YO man has just suffered from myocardial infarction and is now to be 
discharged. He feels sad, avoids eye contact, and skipped his last 2 meals. 
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The likely Dx > 


Rx > (The best SSRIs in MI is Sertraline). 
If not in the options, pick ((Citalopram)) “the 2" line SSRI in MI patients” 


Examples of some drug families: 


6 “Selective Serotonin Reuptake Inhibitors” 
> Citalopram, Fluoxetine, Sertraline, Paroxetine. 


° “Serotonin-Norepinephrine Reuptake Inhibitors” 
> Venlafaxine, Duloxetine. 


¢ “Tricyclic Antidepressants” 
> Amitriptyline. 


¢ Presynaptic alpha 2 antagonist (Atypical antidepressant) 
> Mirtazapine 


Depression + Psychosis “e.g. hallucinations/ delusions” > Psychotic depressio 


After the death of her husband 2 years ago, a 33 YO woman has lost interest in 
life and would sleep less than usual and eats a lot. She sometimes hears her 
husband’s voice and feels guilty for his death. 


> |Psychotic depression. 


Vv Once hallucination/ delusion is there, we play in the “psychosis” field. 
Vv Other points towards Psychosis > feeling guilty, delusion, hallucination. 
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Vv “Severe Depression” would have suicidal intent “without psychosis”. 


A 68 YO 9 thinks that she has died 6 months ago and is distressed that no body 
has buried her yet. She sometimes hears voices telling her that she is evil and 
needs to be punished. She has past history of feeling guilty and personal 
inadequacy. 


She thinks that she is dead > Nihilistic delusions (Cotard’s syndrome) 


V Nihilistic delusion is seen in > |Psychotic depression. 


A 29 YO man was found in a park drunk and thus brought to the ED. He has 
recently lost his job and had a divorce 3 months ago. He feels he is worthless and 
that he is a failure. He sometimes hears voices telling him he is worthless. 

~ Psychotic depression] 

Feels worthless and failure > depression. 

Hears voices > hallucination > psychosis. 


Important Forms of Delusion 


Delusion of Reference 


A false belief that insignificant remarks, events, persons, or objects in one’s 
environment have personal meaning. 


levamvied 


a | 
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A person thinks that a TV show presenter/ female newscaster is directly 
communicating to him when she looks at the camera and when she says some 
words. 


A person thinks that someone constantly gives him special messages through 
the newspaper. 


A person believes that another person on the billboard outside his window is 
sending messages that are meant specifically for him. 


Delusion of Control 


A false belief that another person or group of people or external force controls 
his actions, thought, behaviour, feelings, or impulses. 


® A man says that his friend had made his own right arm to swing out to hit a 
stranger. His friend was at home. 


Delusion of Guilt 


Feeling guilty or remorseful for no valid reason (for something that a person 
has not committed). 


Examples 


| am responsible for the war/ hurricane/ floods that occurred in the city or in 
another country and thus | need to be punished! 
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Grandeur Delusion = (Delusion of Grandiosity) 


A person he/ she Is famous, powertul, wealthy, have exceptional abilities and 
talents, and keep praising themselves. 


A person thinks he is powerful and helps the prime minister. 
A person thinks he will become a king or god later in life. 


Persecutory Delusion 


One believes that he is treated with malicious intent, hostility “unfriendly 
way”, or harassment. 


Examples 


They hate me, they meant to spy on me, they are plotting to harm me, they are 
following me to harm me. 


After the death of his wife 6 months ago, a 55 YO man developed severe 
depression. He thinks there is no point in living anymore and refuses any help or 
treatment. What should be done? 


> [Compulsory] Admission under Mental Health Act. 


v As he refuses any medical support, “voluntary” admission is not suitable. 
V This law allows to admit people with mental disorders compulsorily “against 
their well” as long as there is risk either on themselves or on others. 


Copyrights @ PlablKeys.com 


What if the stem did not mention that he refuses treatment? 


> |[Voluntary] admission to the psychiatric ward. 


Common reasons for hospital — Psychiatric ward admission: 
Vv Severe depression/ Psychosis. 


V Serious risk of harm to self or others. 

V Significant self-neglect. 

V Lack of social supports. 

V initiation of electroconvulsive therapy (ECT). 

V Depression that is not responsive to home treatment. 


Key | A58 YO man is brought the GP surgery by his wife. He has a lump on his 
14 | forehead and his wife wants this mass removed. However, he refuses and says 
that this growth helps him think better. What should be done NEXT? 


> [Assess his mental capacity to refuse treatment. 


Vv After that, if he is mentally capable (compos mentis), we should respect his 
wishes. 


V Note, Mini Mental Status Examination (MMSE) is used to assess dementia to 
identify the areas of cognitive impairment. 


Symptoms may be divided into auditory hallucinations, thought disorders, 
passivity phenomena and delusional perceptions: 
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Auditory hallucinations: 


First/ Second/ Third Person > Comment on one’s action/ behaviour: 


hird-person auditory hallucination] (important v) 


Example > A voice is heard saying (he/she). 

“He is evil”, “He is moving”, 

“She is opening her phone”. 

“He is getting up. Now, He is going towards the window” 


Second-person auditory hallucination 


Example > A voice is heard saying (You). 


vy 


“You are evil”, “You are moving”, “You are opening your phone”. 


First-person auditory hallucination 


Example > A voice is heard saying (1 am). “| am lying down”, “| am moving”. 


Thought Echo (echo de la pensée) > the patient has a hallucination of hearing 
aloud his or her own thoughts a short time after thinking them. 


Gedankenlautwerden > the patients hear their own thoughts aloud at the time 
they think them. 


@ [Thought disorder: 


+ > A delusional belief that thoughts are being placed into 


the patient’s head from outside. 
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¢ Thought withdrawal —> A delusional belief that thoughts have been stolen 
(taken out) of his/ her mind. 


¢ Thought broadcasting > A delusional belief that patient’s thoughts are being 


accessible directly to others. 


¢ Thought blocking) > A sudden break in the chain of thoughts. (e.g. A person 


with his speech is interrupted with silence for a few seconds followed by speech 
in a different topic) 


© Passivity phenomena: 


Bodily sensations being controlled by external influence. 


Delusional perceptions: 


A two-stage process where firstly a normal object is perceived then secondly 
there is a sudden intense delusional insight into the objects meaning for the 
patient 

e.g. ‘The traffic light is green therefore | am the King’. 

V The traffic light is green > Ok, a normal object. THEN: 

Vv > So, | am the king > !! wrong perception of the object’s meaning! 


Other features of schizophrenia 


¢ impaired insight 

¢ incongruity (e.g. a person is talking about the death of a loved one while he is 
laughing)/blunting of affect (inappropriate emotion for circumstances) 

e decreased speech 

* neologisms: made-up words 

¢ catatonia 

* negative symptoms: incongruity/blunting of affect, anhedonia (inability to 
derive nleaciire) alongia ([nonvertyv af cneech) avolitinn [nnnr moativatinn) 
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Management of Schizophrenia: 
> \Atypical antipsychotics e.g. Risperidone, Olanzapine. 


A 30 YO man thinks that the nurses are plotting to harm him and they are 
stealing his ideas out of his mind. Sometimes, he feels that the nurses can 
control his body. 


The likely Dx > Schizophrenia. 


¢ Plotting to harm him > Persecutory delusion. 
¢ Stealing his ideas > Thought withdrawal. 
¢ Control his body > Passivity phenomena. 


A 31 YO man always thinks that when the traffic light turns red, his mother is 
calling home to come home. 


The likely Dx > |Schizophrenia. 


¢ This feature is called > Delusional Perceptions (one of the features of 
schizophrenia). 


A 30 YO man is very annoyed with everyone around him. He complains that they 
put ideas into his head. 
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The likely phenomenon > |Thought insertion. 


Example 4, 


A schizophrenic 31 YO woman says that her children can hear her thoughts and 
can know what she is thinking all the time. 


The likely phenomenon > |Thought broadcasting. 


Q Copyright Warning! Tolulope v 


A 20 YO male hears voices telling him that he is being spied on. His speech is 
interrupted with silence for a few seconds followed by speech in a different 
topic. He feels he is no longer in control of his body and thoughts. 


The likely Dx > |Schizophrenial, 


The most appropriate Rx 


> |Olanzapine or Risperidone (Atypical antipsychotics). 


V His speech is interrupted with silence for a few seconds followed by speech ina 
different topic > Thought blocking. 


V He feels he is no longer in control of his body and thoughts 
> Passivity Phenomenon 


Both are features of Schizophrenia. 


Auditory hallucination while going to bed (falling asleep) 
> Hypnagogic Hallucination. 


Auditory hallucination while waking up 
> Hypnopompic Hallucination. 


The term hypnopompic describes the period when a person wakes up. 
Hypnagogic defines the period when a person falls asleep. 


HypnaGOic > While Going to bed. 
HypnoPOMPic > While POMPing out of bed. 


A 32 YO man hears his mother calling his name only when he is about to fall 
asleep. This makes him wake up to find no one in the room. 


> |Hypnagogic Hallucinations. 


<saiPanic Disorder 


- Periods of intense fear characterised by: palpitations, sweating, tremors, 
SOB that develop rapidly. 


It peaks around 10 minutes and then gradually settles and resolves over the 


next 20 minutes. 


Extreme: a patient feels that he is going to die from cardiac or respiratory 
problems. (sudden severe sharp stabbing chest pain may also occur 
mimicking MI but with normal ECG and examinations)! 
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- Usual: Dizziness, circumoral paraesthesia and tingling, carpopedal spasm + 
sharp or stabbing chest pain. 


- Patients are usually tachycardic and tachypnic. 


- Hyperventilation > washout of CO2 > Respiratory Alkalosis > 
Hypocalcemia (Low ionic Ca**) > Tingling 


- Itis important to rule out the secondary causes of tachycardia, chest pain or 
SOB. Thus, investigations such as ECG, O2 Saturation, Blood glucose are 
important initial investigations. 


- FBC, KFT, CXR are required if symptoms do not settle in a few minutes. 

: 

- General Rx to prevent further attacks > 
Or (e.g. Sertraline, Fluoxetine...). 

- Acute episode > such as breathing through nose, 


paper bag, slowing down breathing + Reassurance is all that is needed. 


Panic Disorder Management simplified: 
V Rx before attack (to help in an upcoming event) > |/Propranolol| (Beta-blocker). 
Vv Rx during attack > Rebreathe into a paper bag. 


V Long-term Rx and to prevent further attacks 


> 1%: Psychological > CBT. 


> 24: Medical > SSRIs 
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Generalised Anxiety Disorder (GAD) 


Uncontrollable, long persisting feeling of anxiety, stress, palpitations, worrying 
about everyday events (e.g. money, expenses, children, job). 


Other features (not always present): 

Tachycardia, palpitations, thinking about everyday events, restlessness, 
irritability, muscle tension, sweating, breathing difficulties, chest discomfort, 
fear of losing control or going crazy. 


Management 
go Cognitive Behavioural Therapy (CBT) 
o SSRIs > Sertraline “1* line SSRIs”. 


IMPORTANT 
In GAD, the symptoms are long-lasting while panic attacks are short (10-30 
minutes). 


i.e., the symptoms in GAD are present nearly all the time, whereas the 
symptoms of Panic disorder are Episodic/ Sudden 


“even if they occur every day, as long as they are sudden episodes, it is Panic 
Disorder”. 


A 40 YO @ presents complaining of sweating, palpitations, restlessness almost 
throughout the day for the last 1 year. She is irritable and has difficulty to 
concentrate. She thinks about every day events. She also has occasional chest 
discomfort and shortness of breath. She reports no triggering factors. 


> |Generalised Anxiety Disorder. 
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feels distressed when thinking about money and her job. She has poor sleeps 
and poor concentration at work. Occasionally, she panics and feels that she is 
about to die. Her BP is 120/80 and HR is 88. 


> |Generalised Anxiety Disorder. 
Rx > if not given, pick ISSRis\ 


It is important to note that GAD is different from Social Phobia. 


Social Phobia (Social Anxiety Disorder). 


yt 


Patients try avoid situations like “meetings”, “Group events”, “Public 
speaking”, “eating in front of people” because they are afraid to be criticised or 
embarrassed. 


The symptoms are exaggerated. 


A 30 YO woman develops palpitations and dizziness whenever she is in a 
meeting. She always feels that her fellow workers are judging her. She tries to 
avoid meetings. 


The likely Dx > Social phobia (Social Anxiety Disorder) 
Rx > Like GAD: if not given, pick 
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A 40 YO woman is socially withdrawn, does not like to go out of the house, feels 
distressed whenever she eats in front of strangers, avoids business meetings 
because she fears that her colleagues would criticise her. 


The likely Dx > Social phobia (Social Anxiety Disorder) 


<34iGrandeur Delusion = (Delusion of Grandiosity) 


A person he/ she is famous. powerful. wealthy. have exceptional abilities and 


talents, and keep praising themselves. 


Example, 
A person thinks he is powerful and helps the prime minister. 
A person thinks he will become a king or god later in life. 


Remember, Grandiosity is a form of — Delusion. 


iilew eee —> Over-jealousy “suspecting unfaithful partner like 
cheating/ adultery” and therefore may try to monitor their partners. 


OTHELLO = Delusion that a partner says HELLO to OTHERS :-D 
(Silly but memorisable) 


a eleuMe) Tieiceins — Delusion of Parasite infestation. (1 am infested by 


parasites). 


> People who experience this syndrome will have an 
irrational belief that someone they know or recognize has been replaced by an 
imposter “pretender”. They may, for example, accuse a spouse of being an 
imposter of their actual spouse. 

Example — “You look identical to my husband but you are not him”! 
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oe-¥-4e) | me(sieesels) —> A person holds a delusional belief that different people 
(more than one) are in fact a single person who changes appearance or is in 
disguise (Masked). 


Obsessive Compulsive Disorder (OCD) 


Obsessions; 


Persistent, unwanted, repetitive, intrusive thoughts, images, and urges which are 
ego-dystonic and cause anxiety and distress. 


Repetitive behaviours or mental acts performed in response to an obsession to 
reduce the anxiety or distress to prevent a feared consequence. 


Examples 


Obsessions Compulsions 


Fear of contamination Cleaning or washing rituals 
Pathological doubt Repetitive checking 

Sexual or Violent intrusive thoughts Repetitive undoing thoughts 
Fear of causing harm Repeated checking 

Need for symmetry and exactness Ordering or arranging things 


Religious obsessions Religious rituals e.g. excessive praying 


Superstitious obsessions Superstitious rituals e.g. repeating 
activities a certain number of times 


V Checks the doors several times. 
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V Turn the light on and off several times. 
V Washes his hands every time he touches the door lock. 


First Line Rx > |\Cognitive Behavioural Therapy (CBT) “better than SSRIs”. 
Important: “Sometimes > [Exposure and Response Prevention (ERP) is the right 


answer as it is a part of CBT” 


ni; Post-Traumatic Stress Disorder 


o Post-traumatic stress disorder (PTSD) can develop in people of any age 
following a traumatic event. For instance, a major disaster/ housefire/ childhood 
sexual abuse/ death of a loved one/ War. 


o One of the diagnostic criteria is that symptoms have been present for more 
than one month. 


Re-experiencing: 
flashbacks, nightmares, repetitive and distressing intrusive images 


Vv Avoidance: 
avoiding people, situations or circumstances resembling or associated with the 


event 


Hyperarousal: 


nypervigitiance Tor threat, exaggerated Startie response, sieep prodpiems, 
irritability and difficulty concentrating 


Emotional numbing: 
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lack of ability to experience feelings, feeling detached from other people/ the 
world/ or the surrounding (Depersonalisation). 


Vv Others: 
Depression, drug or alcohol misuse, anger, unexplained physical symptoms 


4 Watchful waiting may be used for mild symptoms lasting less than 4 weeks 
4 > trauma-focused cognitive behavioural therapy (CBT). 
4 (if CBT is not in the options) > SSRI (Paroxetine, Fluoxetine, Sertraline) 


A 33 YO 9 presents complaining of constant irritability when dealing with her 
small children, inability to concentrate, being easily startled, poor sleep, 
nightmares of house fire. Her husband died in a house fire last year. 


¢ The likely Dx - [Post-traumatic stress disorder, 
¢ First line Rx > Cognitive behavioural therapy (CBT). ((Trauma-Focused CBT)) 
¢ If not in the options, pick e.g. > Fluoxetine, Sertraline, Paroxetine. 


A refugee always remembers the war that occurred in his country. He sees his 
family members who were killed in that war. He has poor sleeps and feels 
hopeless. He sometimes feels detached from his surroundings as if he is 
watching the world on the roof of his room. 


4 The likely Dx > |Post-traumatic stress disorder. 


Hints in this stem: 
Vv Flashbacks 
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(Depersonalisation). 


Example 3 a Copyright Warning! Tolulope v 


A 28 YO male who served in the army 6 months ago presents with lack of interest 
in enjoyable activities, feeling low and nightmares of gunfire. He avoids watching 
the news as it reminds him of war. 


¢ The likely Dx > |Post-traumatic stress disorder (PTSD). 


Nightmares / Avoidance 


¢ The initial step > [Trauma-Focused Cognitive behavioural therapy (CBT). 


yanser Syndrome 


V A person deliberately and consciously acts as if he or she has a physical or 
mental illness when he or she is not really sick. 

V People with Ganser syndrome mimic behaviour that is typical of a mental 
illness, such as schizophrenia. 

Vv Ganser syndrome is sometimes called “Prison Psychosis” because it was first 
observed in prisoners. 

(remember: Ganser = Gangster “prisoners” who claims mental illness to get a 
parole — release -). 


A prisoner was taken to hospital. He complains of hallucination. When he is 
asked questions, he provides wrong answers but in the correct category. E.g. 
when asked who is the prime minister of England, he answers “Bill Clinton”. 
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es PXefeye-)*)ate)elt.] = Fear of open spaces 


Examples: 

v Scared of travelling on a public transport 
(buses, trains). 

v Scared of visiting a shopping mall. 

v Scared of leaving home. 


Associated features: 


Intence anvietyv nalnitatinne cweatinoe hyvnerventilatinn naicea 
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Management 


> (Cognitive behavioural therapy and graded exposure. 


Example 

A 23 YO male gets severe anxiety when he boards a train or goes to a shopping 
centre. He would develop palpitations, nausea, feeling a strong desire to escape 
as soon as he enters a train or a mall. This has been happening for the past 3 
years with a progressive pattern. 


The likely Dx > Agoraphobia. 
The most appropriate Rx > |CBT + Graded exposure. 


Opioid (e.g. Heroin) overdose > Low RR, Low HR, Low BP, Pinpoint pupils 


> give 


Opioid (e.g. Heroin) addict wants to quit opiate, the drug that helps him 


combat withdrawal symptoms > |Methadone 
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Key 
26 


Methadone is the Method number 1 for (detoxification); reducing withdrawal 
symptoms in opioid addicts. 


Risk factors of Suicide 


#& Previous suicide attempts and previous self-harm (the biggest risk factors) 
# Depression and other mental illnesses. 


# Alcohol and drug abuse. 
# Low socio-economic status. 


If a stem gives you a scenario of a person who has all these risk factors, 


remember that the previous suicide attempt has the greatest risk to another 


suicide attempt. 


Agitation + Euphoria + Necrotic/ Perforated nasal septum 


=> |Cocaine misuse. 


(nasal inhalation is the routine route of Cocaine intake). 


A 10 YO boy with behavioural problems is brought to a clinic by his parents. 
27 | The boy shouts expletives, unable to sit still and constantly blinking. 


> |Tourette’s Syndrome. 


O) > Repetitive multiple Tics (motor + vocal), 6-13 YO child. 


¢ Examples: 
Vv Unable to sit still, constantly blinking, making grunting noises, rubbing fingers. 
VA child yelling in class intermittently, shouting expletives. 


V ADHD “Attention Deficit Hyperactivity Disorder) frequently co-occurs in 
children with Tourette Syndrome > inattentiveness at class. 


Remember, 
Asperger Syndrome > Affects Social interactions + behavioural problem. 
© Cotard’s syndrome > delusion of being already dead! (I’m dead)!, having now 


limbs, having no bowels and need to be buried. 


> Normal development until 2-3 YO. After that, a Regression 


in motor, social, language, coordination skills occurs. 


Ekbom’s Syndrome > Delusion of Parasite infestation. (l am infested by 


parasites). 


Key | © |Incongruent affect 
28 > an “Out of Place” or “conflicting” reaction. 
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Vv (Example > a person talks about his father’s death while laughing) 
Vv Seen in Schizophrenia and Bipolar. 


V The patient is not aware that he is doing a wrong thing. 


@ Flat Affect 


> Monotonic voice with No Facial Expressions. 


re) Copyright Warning! Tolulope v 


¢ Loop Diuretics (e.g. Furosemide) ¢ ACE inhibitors. 


e Thiazide-like diuretics ¢ Potassium-sparing diuretics 

(e.g. bendroflumethiazide, indapamide) | (e.g. Spironolactone/ Eplerenone) 

¢ Vomiting and Diarrhea ¢ CKD. 

e Villous Adenoma e Addison’s (1ry Adrenal Insufficiency). 
¢ Renal tubular failure ¢ Congenital Adrenal Hyperplasia. 

¢ Cushing Syndrome 

¢ Conn’s disease (1ry hyperaldosteronism) 


Remember, 
Diuretics and NSAIDs can lead to 4 serum lithium levels. 


A bipolar patient on lithium was found to have high serum lithium levels and 
hypokalemia. He has recently started an antihypertensive medication. What is 
this medication? 
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Vv The diuretic that is used as antihypertensive and can cause hypokalemia is > 
Thiazide like Diuretic (Bendroflumethiazide). 


Vv Diuretics can also 7 lithium levels. 


Key | Long-term use of antipsychotics + 
°° | Kontinuous involuntary movements of tongue and lower facd + extremities 
e.g. ipsmacking, Fongue thrusting, fepetitive chewing movements 


> Tardive Dyskinesia 


> Give depot injection of Atypical antipsychotic (e.g. Risperidone / Olanzapine 
Not oral! 
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Key 
+ | 


Remember, |Huntington’s disease is characterised by Chorea “involuntary 


writhing -jerky- movement of a limb” + FHx (autosomal dominant). 
Cognitive impairment + Jerky involuntary movements + FHx > Huntington’s 


can also occur 2ry to antipsychotics but it occurs usually 1 week 


after starting the antipsychotics (not after a prolonged use as in Tardive 
dyskinesia). 
It is also characterised by > Resting tremors, Bradykinesia and Rigidity. 


¢ Broca’s aphasia > Broken speech. The problem is in speech production, 
otherwise normal. 


(non-fluent, slow speech, bad grammar, but they know and understand what 
they are saying “Good Comprehension”). 


¢ Wernicke’s aphasia > What? The problem is with speech 
comprehension = understanding. 


(Although fluent speech, they produce sentences that do not make sense, they 
do not know what they are saying). 


pee} Pp ep "Ne OU SO OE eee ee ere ee ee eee Pe eee eee hu 
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has no correlation to one another and meaningless. 


Example, 


“| like to eat, we open a sheet, but do not play in street, because life is unfair, | 
eat air, lawn chair” 


Clang > Slang speech (not literally though) 


Qa Copyright Warning! Tolulope v 
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¢ Pressure of Speech > Rapid and accelerated speech without any pause 
and ignores interruptions, barely even pauses to take enough breaths. 


Can be seen in mania (and bipolar). 


¢ Flight of ideas > Thoughts and words leap from topic to topic = rapid 
speech with frequent shifts in topics abruptly. 


Can be seen in mania (and bipolar). 


Remember that in a patient with depression, once there is suicidal thoughts/ 


attempts or harm to self or others, it is > 
And the patient needs to be > \Compulsorily admitted to a psychiatric ward. 


Note, do not jump into Electroconvulsive therapy. It is usually the last step. 


After a Major life event (e.g. a death of a loved one): 


Coleus [a (-jmat-lasiela) (< G6 months after a major life event) 


Denial & Isolation > Anger > Depression > Bargaining > Acceptance 


Note, not all people pass through all 5 stages. 


PANe TIVES Cuan el eelge(ag (< 6 months after a major life event) 


A person is unable to adjust to or cope with a stress or a major life event. So, 
instead that the grief symptoms get decreased, they increase with time. Error in 
adjustment! 


Crying / Hopeless / Withdrawn 
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Note that, normal grief is a subtype of adjustment disorder. Thus, you would be 
given either one, pick it as long as the duration is < 6 month of the major event. 


cody i deel iar- L(t e ese Cre) ge(-19 (No specific time after a major life event) 


Flashbacks / Nightmares / avoiding people, situations or circumstances resembling 
or associated with the event / exaggerated startle response / sleep problems / 


irritability and difficulty concentrating / feeling detached from surroundings 


V Key > As long as it is < 6 months > think Adjustment disorder or its subtype 
which is Grief reaction. 


V We cannot call it Depression yet. And also, it is not a PTSD because this would 
have flashbacks, nightmares, avoidance of things that remind the patient of the 
stressful event. 


Now, test your knowledge on this simple question: 


A 32 YO man known case of severe depression on Sertraline (SSRI) for 2 
years. He has recently committed a suicidal attempt but was rescued. 6 
months ago, he suffered from mania and was admitted to the hospital. 
What is the best medication in his overall case? 


He has and then developed 


> Bipolar Affective Disorder. 


So, he would benefit from 


> Lithium “mood stabilisers” 


(Review key 8). 
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Key | Antisocial More common in men 
35 | Personality § . Criminal acts — does not follow the rules 
Disorder « Impulsiveness 
- Aggressiveness, as indicated by repeated physical fights or assaults 
« Reckless 
- Consistent irresponsibility 


« LdaCK OT remorse 


Borderline Unstable interpersonal relationships 
Personality Mood swings 
Disorder Marked impulsivity 
Self-harm attempts 
Chronic feelings of emptiness 
Inappropriate, uncontrollable anger 
Dramatic, attention seekers e.g. “multiple self-inflicted scars” 


© Male, past criminal records, aggressive, unstable relationships 
— Antisocial. 


Female, unstable relationship, impulsive, harming self, suicidal attempt 


— Borderline. 


A 40 YO man was prisoned for breaking windows of a shop and hitting the 
salesperson on the head. He has criminal records with many previous convictions 
and had been imprisoned several times. He has 2 children and an ex-wife but he 
never contacts them. 


The likely Dx > |Antisocial personality disorder. 
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A 20 YO 9 is brought to the ED by her boyfriend. She has multiple self-inflicted 
lacerations on her forearm. She is anxious, destressed and constantly says that 
her boyfriend will leave her. 


The likely Dx > [Borderline personality disorder. 


A 40 YO ¢ had an appendectomy 1 week ago but returned to the hospital and 
started yelling and shouting as he was in pain due to the operation. He shouted 
on the Surgeon’s face “you did not do the operation correctly and you did not 


Ped | ae eee | ee a eee ee eee) | eee ee a | ee ee ee ee a. ea ae?’ oa 


CEM TIE Ud tl Call CAUSE OISCOMIOTe . THIET, He SVILeU OFF LIE SUIECUOI ale aiiul 
said bad words and left. Two weeks later, he met the doctor on the street and 
approached him to apologise and to say that he is better now. 


The likely Dx > Borderline personality disorder. 


Very impulsive, inability to control anger, mood swings 


A 19 YO male was sent to jail as he has recently set his father’s car on fire. He 
does not feel remorse or guilt. He finds it difficult to stick to the social rules and 
has no regards for the others’ rights. 


The likely Dx > |Antisocial personality disorder. 
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<2aiSelective serotonin reuptake inhibitors (SSRIs) 


Selective serotonin reuptake inhibitors (SSRIs) are considered first-line 
treatment for the majority of patients with depression. 

Citalopram and fluoxetine are currently the preferred SSRIs. 

Sertraline is useful post myocardial infarction as there is more evidence for its 
safe use in this situation than other antidepressants. 

SSRIs should be used with caution in children and adolescents. Fluoxetine is 
the drug of choice when an antidepressant is indicated. 


V Gastrointestinal symptoms are the most common side-effect. 
Vv There is an increased risk of gastrointestinal bleeding in patients taking SSRIs. v 
A proton pump inhibitor should be prescribed if a patient is also taking a NSAID. 


Avoid concomitant use of SSRI with: NSAIDs/ Aspirin/ Warfarin/ Triptans. 


OFIMPORTANT 
SRIs can take 2-4 weeks before antidepressant effect can be see 


Vv if no response after 2-4 weeks > Check patient’s adherence (compliance). 
Vv if no response after 4 weeks + the patient is compliant 
> either 7 dose or switch to another antidepressant “other than SSRIs”. 


Fz , zal 


pent le ey 


A 33 YO man has depression and has been recently started on sertraline (a SSRI). 
When can a therapeutic effect be seen? 


1-2 hours ] 1-2 day 1-2 weeks| 1-2 months 


The closer answer to 2-4 weeks. 
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A woman with moderate depression has been on Fluoxetine (SSRI) for 8 weeks 
but with no benefit or improvement. Her adherence is good. What should be 
done next? 


Give lithium \| hift to Mirtazapine I give sodium valproate I Diazepam 


ECT (Electroconvulsive therapy) 


V Lithium is for bipolar. 

V Sodium valproate is an anti-epileptic. 

V ECT is usually not prescribed until very severe depression and all other 
medications have failed (as a last line). 

V Diazepam is not licensed for depression treatment. 


So, the answer here 


> Stop fluoxetine and prescribe Mirtazapine 


(If increasing the dose of fluoxetine was give, it might have been a valid answer) 


Shifting to a different class of antidepressant. The alternative class given her is 
presynaptic alpha 2 antagonist (e.g. mirtazapine) which is an Atypical 
antidepressant. 


Remember the steps of Depression Management 


¢ Start with SSRIs (e.g. Fluoxetine, Sertraline). 


¢ No response in 2-4 weeks? > Check patient’s to the medication. 


¢ Patient is adherent but still no response after 4 weeks of use? 


> either |¢ the dose of SSRI OR Shift to a different SSRI 
OR |shift to a different class of antidepressants) (e.g. Mirtazapine — presynaptic 


alpha 2 antagonist) 
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© Some Side effects: 


V Haloperidol > Sexual Dysfunction + Gynecomastia. 

Vv Fluoxetine (SSRI) > Anorgasmia (delayed ejaculation). 
Other: SIADH “hyponatremia” 

So, ina man who has erection but no or delayed ejaculation 


The causative drug is > 


For Reading: 


V Following the initiation of antidepressant therapy patients should normally be 
reviewed by a doctor after 2 weeks. For patients under the age of 30 years or at 
increased risk of suicide they should be reviewed after 1 week. If a patient makes a good 
response to antidepressant therapy, they should continue on treatment for at least 6 
months after remission as this reduces the risk of relapse. 

v When stopping a SSRI, the dose should be gradually reduced over a 4-week period (this 
is not necessary with fluoxetine). Paroxetine has a higher incidence of discontinuation 
symptoms. 


V Discontinuation symptoms: 
increased mood change, restlessness, difficulty sleeping, unsteadiness, sweating, 
gastrointestinal symptoms: pain, cramping, diarrhoea, vomiting, paraesthesia 


Again, remember that once a psychotic patient is risk for self-harm or others- 
harm > urgent admission to psychiatric ward is required. 


This can be voluntary (if he accepts) or compulsory (if he refuses admission). 


Example 


A 40 YO man has recently been hearing voices in the house while no one is in 
the house. He says that his neighbours are annoying him by turning on loud 
music during the middle of the night. He warned them but they denied this act. 
Out of rage and frustration, he had made plans to set their house on fire. 


> |Arrange emergency admission to Psychiatric ward. 


Key | -EyeyfoMBe-lareltiiettatedi|. E.g. in Acute Psychosis 


Lorazepam — Haloperidol — Olanzapine (can be given IM) 
© In acute episode of psychosis, the drug of choice is 
> (especially in the elderly) 
NOTE, Haloperidol is contraindicated if there is parkinsonism or Alzheimer’s. 
If the patient has Parkinson’s or Alzheimer’s, give > instead. 


Example 


An 80 YO schizophrenic man is brought to the ED agitated. He is aggressive, 
attacking the staff. He has no IV access. 


The Rx > |Haloperidol. “it can be given IM”. 
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Copyright Warning! Tolulope v 


If a patient with delirium/ psychosis has become aggressive/ agitated/ 
distressed and he has NO Dementia, Alzheimer’s, or Parkinson’s > we could 


consider |Haloperidol or as a short-term therapy if non- 


pharmacological (de-escalation) techniques have failed. 
V If the patient has Parkinson’s or Alzheimer’s, give > instead. 


Vv If Haloperidol is not in the options, pick > Lorazepam “can be given IM’ 


A 30 YO woman was brought to the ED by the ambulance in an agitated state. 
She was roaming around the streets, shouting, laughing hysterically, throwing 
money and saying “Il am going to die”. She was admitted compulsorily. However, 
she continues to be agitated and tried to escape from the hospital. What 
medication should be given? 


> |IM Lorazepam 


If it does not work > IM Haloperidol. 


Remember, rapid tranquilisers (e.g. in acute episodes of psychosis) are: 


Lorazepam, Haloperidol, Olanzapine. 


Key | When someone has a problem but he does not recognise that he has a problem 


39 | > He Lack insight 


When someone has a problem and he recognise that he has a problem 
> He has insight 
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A 24 YO @ had misused a drug and presented to the ED on her own as she 
knows that she has a problem and is willing to see a psychiatrist. 
V The best term to describe this situation is > Insight. 


With Social anxietys 


¢ If the stem is describing someone who wants to deal with an upcoming event 
(short term) > Propranolol. 


¢ If he wants to prevent further attacks > SSRIs. 


¢ If he is having the attack and presents acutely > breathe into a bag. 


A 24 YO man feels anxious and agitated when faced with stress. He has an 
interview in 3 days and wants some help to reduce his symptoms for the 
interview. 


> Propranolol (beta blockers). “Short-term” 


(Imagine he received diazepam before heading to the interview, he would 
sleep during the interview :S) 


Erotomania| > a delusional belief that a person of higher social status falls in 


love and makes amorous advances towards him/her. 


A 32 YO woman believes that a famous politician is in love with her 


and secretly sending her flowers every day. She says that some of his public 
speech is hints that he loves her. 


Eroto = Erotic = Love 
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Erotomania, when love is a delusion! 


> an impulse control disorder in which individuals repeatedly fail 


to resist impulses to deliberately start fires in order to relieve tension or for 
instant gratification. (Strong desire to set fires)! 


Pyr = Fire 


richotillomania| (TTM) > also known as “hair pulling disorder”, is a mental 


disorder characterized by a long-term urge that results in the pulling out of one’s 
hair. (Strong desire to pull people’s hair) :S 


Rejected Stalkers > follow their victims in order to reverse, correct, or 


avenge a rejection (e.g. divorce, separation, termination). 


re) CW MelTthd Gurle-emesyuauretiy, or shared delusional disorder is a psychiatric 
syndrome in which symptoms of a delusional belief and sometimes 
hallucinations are transmitted from one individual to another. 


A woman believes that her neighbours use her bathroom and dry it and leave 
when she is outside the house. Her husband shares the same belief as well. 


After overdose of SSRI (e.g. Fluoxetine) 


Features 
Vv Neuromuscular excitation (e.g. hyperreflexia, myoclonus, rigidity) 
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v Autonomic nervous system excitation (e.g. hyperthermia) 
v Altered mental state 
Vv Nausea, diarrhea. 


Similar features can be seen after (Dopamine antagonist) e.g. Metoclopramide 


overdose or Potent antipsychotic e.g. Clozapine, but the syndrome is called > 


Neuroleptic malignant syndrome 


In short, 


a Excess intake of SSRIs (e.g. Fluoxetine, Sertraline, Citalopram) 


> fever, sweating, tachycardia, agitation, confusion, muscle rigidity/ twitching, 
neck stiffness, others 


> Serotonin Syndrome. 


go Excess intake of Dopamine antagonist (e.g. Metoclopramide/ Haloperidol), 
or potent antipsychotics (e.g. Clozapine). 


> fever, sweating, tachycardia, agitation, confusion, muscle rigidity/ twitching, 
neck stiffness, others. 


> \Neuroleptic Malignant Syndrome. 


Q Copyright Warning! Tolulope v 


Mydriasis (Dilated pupils) — Flushing and sweating — Tremors — 
44 || Overdose | Hyperreflexia-Diarrhea — Paraesthesia 

Delusions and Hallucinations (Pathognomonic) 

a patient smelling colours and seeing sounds > LSD 


Patients see colours when their eyes are closedl, 


Ecstasy | Nausea, flushing, Hyperthermia, Tachycardia, Tachypnea, Thirst 
Overdose | Seeing spots of colour around peripheral vision (when eyes are open). 
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Key |Remember, 
V Panic disorder is episodic. (several attacks that last 20-30 minutes). 


Vv GAD (Generalised Anxiety Disorder) is almost all time for a long period. 


Paracetamol overdose (Poisoning):B 


Management 
All patients are treated the same regardless of risk factors for hepatotoxicity. 


¢ On Admission > FBC, U&E, LFT, INR, Blood gases, Glucose, 


¢ Serum paracetamol level at 4 hours (NOT POST-ADMISSION). 


IV N-Acetylicysteine should be given if: 


¢ There is a staggered overdose (all the tablets were not taken within 1 hour) 


* There is doubt over the time of paracetamol ingestion, regardless of the 
plasma paracetamol concentration. 


e Patients present > 8 hours after ingestion. 
e Jaundice or liver tenderness. 


* The Patient is unconscious or have a suspected overdose. 


¢ The 4-hour post ingestion plasma paracetamol concentration is on or above 
treatment line regardless of risk factors of hepatotoxicity 


N.B. If a patient presents after ingesting 30 tablets of paracetamol but 
without any other indications for initiating N-Acetylcysteine. What to do? 


Copyrights @ PlabiKeys.com 


— Measure the paracetamol levels at 4 hours post-ingestion (Calculated from 
the time of ingestion, not from the time of hospital arrival) before 
commencing N-Acetylcysteine. 


© N.B. If the Serum paracetamol level is found to be normal? 
> Refer to psychiatric team. 


(This is because No Medical treatment is required, the referral to psychiatry 
aims at preventing recurrent attempts of suicide and treating any psychological 
abnormalities). 


Notes: 
- The critical dose is 150mg/kg in 24 hours (approximately for adults 24 tablets = 
12 grams). 


- Oral activated charcoal is given 1g/kg (Max: 50 g) if the patient presents within 
1 hour after ingesting = 150mg/kg paracetamol. 


- Paracetamol poisoning is dealt with in the medical ward not in the psychiatric. 
However, after a discharge from medical ward, a referral to psychiatric team is 
usually made. 


When to refer a patient with paracetamol overdose 
for Liver Transplantation? (Imp) 


King's College Hospital criteria for liver transplantation (Paracetamol Liver Failure): 


Arterial pH < 7.3, 24 hours after ingestion 


ets all of the following: 


¢ Prothrombin time (PT) > 100 seconds 
* Creatinine > 300 umol/| 
¢ Grade Ill or lV encephalopathy 
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4 quick example, “More examples are in the Emergency Chapter’ 


After her boyfriend ends their relationship, an 18 YO female has taken 10 tablets 
of paracetamol after drinking alcohol. What should be done? 


V 10 tablets are usually not poisonous. (remember the critical dose is 24 tablets). 
Vv Acute alcohol intake > inhibit P450 enzyme > WV risk of alcohol poisoning. 


She does not need a medical ward admission; however, she needs mental 


stabilisation. Therefore > Refer to psychiatry. 


Hallucinations that begin a few hours after acute alcohol intake has been stopped 
> Alcohol Hallucinosis). “usually accusatory and threatening sounds” 


Hallucinations that begin > 48 hours after alcohol intake in a “chronic alcoholic” 


> [Delirium Tremens 


A 45 YO man with low moods, anhedonia “inability to feel pleasure.”, poor 
sleeping and eating. He feels guilty because he was not faithful to his wife who 
has a terminal stage breast cancer. In fact, his wife is healthy and does not have 
a Dx of breast cancer. 


The likely Dx > Psychotic depression 


V He has features of depression > low mood, anhedonia, poor eating and 
sleeping. 

+ 

Vv Features of psychosis > Delusions of guilt, Delusions that his wife has cancer. 


Alcohol Use Disorders Identification Test (AUDIT) questionnaire 


v Can detect whether you are an alcohol addict or not. 
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Important signs that indicate that a person is an alcohol addict: 
¢ Drinks immediately after waking up. 


Feels guilt or remorse after drinking. 


# Aman drinks 2 8 units on a single occasion/ A woman drinks 2 6 units on a 
single occasion. 


# Unable to remember what happened last night because of being drunk. 
¢ Self or other injury because of being drunk. 
Once starts drinking, he/ she cannot stop. 


¢ A health professional is concerned about his/ her drinking. 
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Important Collection of Management 


> SSRIs (e.g. Fluoxetine, Sertraline, Paroxetine) 


(If failed > a different class, e.g. Mirtazapine/ Clozapine). 
Note, Sertraline followed by Citalopram are the preferred SSRI in MI patients. 


“An agitated, aggressive psychotic” 
Vv Elderly without Parkinson’s or Alzheimer’s > Haloperidol 
Vv Young or with anyone with Parkinson’s or Alzheimer’s > Lorazepam 


@ Tardive Dyskinesia and Schizophrenia 


> Depot Atypical antipsychotics (e.g. Risperidone / Olanzapine) 


Obsessive Compulsive Disorder and Post-traumatic stress disorder and 
eneralised anxiety disorden and Social anxiety disorder: 


V First Line > CBT. 


v Second line > SSRIs Q Copyright Warning! Tolulope Vv 
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Management simplified: 


Vv Rx before attack (to help in an upcoming event) > Propranolol (Beta-blocker). 
Vv Rx during attack > Rebreathe into a paper bag. 

V Long-term Rx and to prevent further attacks 

> ist: Psychological > CBT. 

> 2nd: Medical > SSRIs. 


DIPOlar arrective Gisoraern 7 LCMIUI (IMIOOO StaADIISer }, 


Baby-blues > Reassurance. 


Postnatal Depression 


> CBT, then (SSRIs) “Sertraline is the best SSRI in a breastfeeding mother” 


Puerperal “Postpartum” Psychosis > Electroconvulsive Therapy (ECT). 


> CBT + Graded exposure. 
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Respiratory 


Key | Chronic Persistent Cough (+) 
Copious Excessive Sputum production (+) 


Recurrent respiratory tract infections 


© Suspect — 


“Irreversible dilatation of small and 
medium sized bronchi” 


Other features that may present in a stem: 
Vv Chest X-ray showing Tramlines “cysts/ 
ring opacities” 


Vv Clubbing “drumstick-shaped fingers”: 


not always present, not specific. 
bronchiectasis: tram-tracks, thick rings 


To confirm the Dx > |High resolution CT scan (HRCT). “important” 
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Key DCLa"VIVOERETS (C.5. ALCHOIOT) ITIVOrldiil SIGE ClICCl “7 DIONCHOCONSUICLION, 
Beta-Agonist (e.g. Salbutamol) important side effect > Tachycardia. 
Example, A29 YO patient presents to the ED with wheezes and shortness of breath. 


He is an asthmatic and hypertensive and his GP has recently changed his 
medication. 


The likely causative medication is > |Beta-blocker (e.g. Atenolol) 
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Drugs that aggravates Asthma: 


BAN — Beta-blockers [Aspirin J NSAIDs. 


Key | ¢ Hx of being a worker “e.g. builder, a shipyard worker” (exposed to asbestos) 
3 | [+] 
e Shortness of breath I Chest pain | Weight loss [+] 


e Clubbing, Recurrent Pleural Effusion 
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Suspect > (Malignant tumour of mesothelial cells). 
> 
To confirm the Dx > Pleural Biopsy (not cytology). 


Malignant pleural effusion due to mesothelioma may require 


> Long-term indwelling pleural drain. 


Mesothelioma is seen in people exposed to asbestos such as: 


© Tolulope | V 


Vv Blue-collar Workers > Firefighters, construction workers (builders), power 
plant workers, shipyard workers and others in blue-collar occupations. 


Vv Veterans > Primarily military personnel who served in the U.S. Navy, but also 
those who served in the Army, Marine Corps, Air Force and Coast Guard, signet 
ring sign and finger in glove sign. 


So, it is considered an industrial disease, leading to “unnatural death”. 
Therefore, deaths of mesothelioma should be reported to and consulted with 
>a as compensation is often available. “important” 
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Atelectasis is a common postoperative complication in which basal alveolar 
collapse can lead to respiratory difficulty. It is caused when airways become 
obstructed by bronchial secretions. 


Features 
It should be suspected in the presentation of dyspnoea, tachycardia + 4 Temp. 
and hypoxaemia within 72 hours postoperatively 


Management — (chest physiotherap 


Pneumothorax 


Pneumo = Air 


¢ Acute respiratory distress “Tachypnea, Desaturation” 

7 Jugular venous pressure (Distended neck veins) 

# On percussion over the affected side > Hyperresonance “air”. 
# J BP (Hypotension) “not always marked” 

¢ J Air entry —no breath sounds - on the affected side. 


¢ Trachea/ Mediastinum deviation to the “OPPOSITE” side. (commonly in 
Tension pneumothorax) 


v [Note that, distended neck veins and shifted trachea are seen more in 
“tension” pneumothorax than in “simple” pneumothorax]. 


V Note that “tension” pneumothorax may occur after thoracic trauma. 
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Management 


Do not wait for Chest X ray if the patient is severely distressed or the clinical 
diagnosis is certain. Give V initially and begin with: 


1) > Needle Decompression 


(Insert a large-bore cannula into the 2" intercostal space in the mid-clavicula 


line on the “affected side” 
Then “after air has been aspirated and the patient has become less distressed” 


2) > Insert a chest drain in mid-axillary line. 


If the patient is stable with good O2 saturation, the investigation would be 


> Chest X ray, 


Do not confuse it with (Cardiac Tamponade: 


Cardiac Tamponade > Beck's Triad — 
Hypotension, Muffled Heart Sounds v, High JVP (Distended neck veins). 


N.B. Chest X-ray that shows enlarged globular heart — 


opyright Warning! Tolulope v 
Either Pericardial effusion (OR} Cardiac Tamponade. 
¢ Dx: Echo is diagnostic 


e Tx: Urgent pericardiocentesis. 


Additional important notes on Pneumothorax 


o Primary Spontaneous Pneumothorax: 
+> Occurs spontaneously without a previous Lung disease. 
> Mostly affects Tall Then Young Males (hints) with no apparent reason. 


“Please, consider primary spontaneous pneumothorax in any Tall, thin, male 

who presents with increasing dyspnea, chest pain” 

Sometimes, acute severe asthma may have an underlying pneumothorax. 
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® For initial Diagnosis > |Erect Chest X-ray “if the patient is not severely 
destressed” Otherwise, we proceed immediately to needle decompression. 


o Secondary Spontaneous Pneumothorax: 

+> Occurs spontaneously in the presence of an underlying lung disease 

Such as asthma or Chronic Obstructive Pulmonary Disease (e.g. Hx of Chronic 
Smoking). 


Important, the management in the presence of underlying lung disease: 


if the pneumothorax is (< 2 cm air rim i.e. < 50%) > Aspirate “insert Cannula” 


if the pneumothorax is large (2 2 cm air rim i.e. = 50%) > “Insert Chest Drain” 
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o Traumatic Pneumothorax 

Examples, post- car accident, after receiving a stab on the back, post- 
interventional radiology into chest -e.g. CT guided biopsy to a mass in chest) 
> usually tension pneumothorax 

> insert cannula (large-bore) to the second intercostal space at the 
midclavicular line on the affected side (Needle decompression). 


& Sometimes, a stem would give a case of desaturating patient and Hx of 
smoking or COPD but instead of giving you the other features (such as shifted 
trachea), it would give you an apparent Chest X-ray: 
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Important Notes: 


Vv Remember, if the stem mentions “muffled heart sounds” along with 


hypotension and engorged neck veins, think of (Cardiac Tamponade, and 


Pericardiocentesis is need. In the absence of muffled heart sound in a stem, 
the answer is most likely not Cardiac Tamponade. 


Vv Otherwise, consider “post-traumatic is usually tension type” 


especially in the presence of “decreased air entry over one side -the affected 
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shifted. In such a patient, “urgent needle decompression” is needed. 


v Remember, in “hemothorax, there is no engorged neck veins” 


Key | Community Acquired Pneumonia (Mild) Amoxicillin 


K 


Community Acquired Pneumonia (Moderate) Amoxicillin + Clarithromycin 
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Community Acquired Pneumonia (Severe) Co-amoxiclav + Clarithromycin 
Co-amoxiclav 
= Amoxicillin + clavulanic acid 
e.g. Augmentin® 


Pneumocystis Jirovecii “P. Carinii” Co-Trimoxazole “important” 
= (Trimethoprim + 
Sulfamethoxazole) 
= Bactrim® 


Vv “Severely” Allergic to penicillin > Do not give amoxicillin/ Co-amoxiclav. 


Vv Cephalosporins “e.g. Cefuroxime” should also be avoided if there is a 
“severe” sensitivity to penicillin “10% cross-reactivity”. 


Vv Clarithromycin should not be given if the patient is on Statins” Risk of 
Rhabdomyolysis” 


So, what can be given in such a case? 


> Doxycycline. 


For your knowledge, 

In every 10 patients who are allergic to penicillin, 1 would be allergic to 
cephalosporin “10% Cross-reactivity”. Therefore, we should avoid cephalosporin if 
the patient is severely allergic to penicillin (e.g. life-threatening anaphylaxis) but we 
may use cephalosporins if the allergy is mild. 


Sarcoidosis 
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Sarcoidosis is a multisystem disorder of unknown aetiology characterised by 
non-caseating granulomas. It is more common in young adults and in people of 
African descent 


Features 


Erythema nodosum), (Tender, red nodules over shins). 
Bilateral hilar lymphadenopathy, (the most common finding on Chest X ray) 
Polyarthralgia 


Hypercalcaemia, Fever. 


Please, whenever you see 2 of these features, consider “Sarcoidosis”. 


Syndromes associated with sarcoidosis 


Lofgren's syndrome is an acute form of the disease characterised by 


bilateral hilar lymphadenopathy (BHL), erythema nodosum, fever and 
polyarthralgia. It usually carries an excellent prognosis. 


Heerfordt's syndrome) (uveoparotid fever) there is parotid enlargement, fever 


and uveitis secondary to sarcoidosis. 
Example 


A 33 YO previously healthy female developed nodular rash over shins, pain and 
swelling on both knees and angles, mild fever. 


The likely Dx > Sarcoidosis, (Likely: Lofgren’s syndrome) 
The most likely appearance on chest x ray > Bilateral Hilar Lymphadenopathy,. 
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« Oral Thrush (Oral Candidiasis): 


- Hx of immunosuppression, smoking, Using oral or inhaled corticosteroids). 
- Thick white marks. 
- Can be rubbed out. 


Treatment: 


- Stop Smoking. 


- |Good inhaler techniques inse mouth with water after use. 


- Oral Fluconazole 50 mg OD for 7 days. 


In those using Inhaled Steroids such as the asthmatics and 


the COPD patients, to avoid oral thrush “Oral Candidiasis”: 


Vv Rinse mouth with “water” after use. v (Check adequate spacer techniques. 


‘opyright Warning! Tolulope v 
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Long-term Management of Asthma 


pb Sicyened): Inhaled SABA (Short-acting beta-2 agonist e.g. inhaled salbutamol) 
If asthma is not controlled (a patient uses inhaled salbutamol > 3 doses/ week) > Step 2 


B Syn r4): Inhaled SABA + Inhaled Corticosteroids (e.g. inhaled beclomethasone) 


8 Slee e)): Inhaled SABA + Inhaled Corticosteroids + LTRA (leukotriene receptor 
antagonist). 


pS l)): SABA + Inhaled Corticosteroids + LABA + LTRA 
LABA = Long-acting beta agonists e.g. Salmeterol. 


8 Sceney): SABA + Inhaled Corticosteroids + LABA + LTRA + 4 dose of ICS 


ICS = Inhaled corticosteroids “e.g. beclomethasone” 


Long-Term Asthma Management in short (Recent) 


1) SABA 

2) Still? > SABA + Inhaled Corticosteroids 

3) Still? > SABA + Inhaled Corticosteroids + LTRA 

4) Still? > SABA + Inhaled Corticosteroids + LABA + LTRA 

5) SABA + Maintenance and reliever therapy (MART) "low-dose inhaled 
corticosteroids (ICS)" + LTRA 

6) SABA + Maintenance and reliever therapy (MART) "moderate-dose 
inhaled corticosteroids (ICS)" + LTRA 

7) SABA + LTRA (+) One of the following: 
° (or) 
e Trial of a new drug (e.g. theophylline) (or) 
e Seek professional advice 


Note that after SABA + ICS + LABA > |# Dose of Inhaled Corticosteroids 
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Notes: 

¢ SABA > Short-acting B2 Agonist > inhaled salbutamol 
¢ Inhaled corticosteroid > Inhaled beclomethasone 

¢ LTRA > Leukotriene receptor antagonist 

¢ LABA > Long-acting B2 Agonist > Inhaled Salmeterol 


Important note, 


In exercise induced asthma: 


1) SABA “inhaled salbutamol” 
2) still? > SABAH Inhaled CARGOES SiaS TSled beclomethasone” 


3) Still? > SABAH Inhaled Corticosteroids 4} 
Either: LTRA (e.g. montelukast) “preferred” OR LABA OR Sodium Cromoglicate. 


What is asthma? 


A chronic inflammatory disorder of the airways secondary to type 1 
hypersensitivity. The symptoms are variable and recurring and manifest as 
reversible bronchospasm resulting in airway obstruction. 


I a a ie | Sas Se ee ee ee ee oe ee ee 


FATUAYoITal ai NOVETSINIC ONSLIUCLION OF LIT adliWays 


Risk factors and aetiology 


Vv Personal or family history of atopy 
Vv Antenatal factors: maternal smoking, viral infection during pregnancy 
(especially RSV) 
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Vv Low birth weight 

Vv Not being breastfed 

Vv Maternal smoking around child 

Vv Exposure to high concentrations of allergens (e.g. house dust mite) 
air pollution 

Vv Socio-economic deprivation 


Focusing on atopy, patients with asthma also suffer from other IgE- 
mediated atopic conditions such as: 

atopic dermatitis (eczema) 

allergic rhinitis (hay fever) 


A number of patients with asthma are sensitive to aspirin. Patients who are 
most sensitive to asthma often suffer from nasal polyps. 


Drugs that aggravates Asthma: 
BAN — Beta-blockers J Aspirin J NSAIDs. 


© Symptoms and signs 


Symptoms: 

© Cough: often worse at night, early morning 
¢ Dyspnoea 

e 'Wheeze', 

e 'Chest tightness’ 


Signs 
e Expiratory wheeze on auscultation 
¢ Reduced peak expiratory flow rate (PEFR) 


# In a stem, think of asthma if the symptoms are worse at night or early 


morning. 
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# Also, think of Asthma if the symptoms are worse after exposure to some 


triggers (e.g. pollen, pets, cold air, perfumes) or after taking (Beta-blockers, 
Aspirin). 


# Also, think of Asthma in the presence of Atopy (e.g. eczema, hay fever). 


& Also, think of Asthma if (FEV1/FVC) < 70% (<0.7) and significantly improves 
after giving bronchodilators. (reversible obstruction; improve post- 
bronchodilation) whereas in COPD, it remains < 0.7 even post- 
bronchodilation. 


Diagnosis of Asthma 
Mostly Clinically: 


Others > 


IMPORTANT 


To help establish the Dx of Asthma > [Spirometry. 
After establishing a Dx of Asthma, to help determine the appropriate 
time for the use of bronchodilators — |Peak Flow Rate Diary. 


Spirometry is a test which measures the amount (volume) and speed (flow) of 
air during exhalation and inhalation. It is helpful in categorising respiratory 
disorders as either obstructive (conditions where there is obstruction to 
airflow, for example due to bronchoconstriction in asthma) or restrictive 
(where there is restriction to the lungs, for example lung fibrosis). Key metrics 
include: 

FEV1: forced expiratory volume - volume that has been exhaled at the end of 
the first second of forced expiration 

FVC: forced vital capacity - volume that has been exhaled after a maximal 
expiration following a full inspiration 
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Typical results in asthma 
FEV1 - significantly reduced 
FVC - normal 


FEV1% (FEV1/FVC) < 70% (but is reversible; improve post-bronchodilation) 
whereas in COPD, it remains < 0.7 even post-bronchodilation. 


Key | V Productive cough. Vv Fever. Vv Chest tightness. 
10 | V Unilateral Basal Crackles (on Auscultation.) 
v Unilateral Lobar Consolidation (on X-ray). 
Vv High WBCs, CRP 
“sometimes, chest pain that 7 with inspiration -pleuritic chest pain- “ 


5 Q Copyright Warning! Tolulope v 


[Important] If pneumonia does not improve with antibiotics + there are night 
sweating, weight loss or new pleural effusion 


> think of 
> Perform Pleural Aspiration. 


Note that “Pleural Aspiration” is an investigation- sent for culture and 
microscopy, whereas “Chest drain” is a treatment in case of compromising 
pleural effusion and confirmed empyema. 


Empyema is defined as pus collection in the pleural space. It typically is a 
complication of pneumonia. However, it can also arise from other causes such 
as penetrating chest trauma, esophogeal rupture, complication from lung 
surgery, or inoculation of the pleural cavity after thoracentesis or chest tube 
placement. 


Pneumonia with many examples are explained in the Infectious disease chapter. 
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Key | [Important] 
Small cell lung cancer > SIADH “Syndrome of inappropriate antidiuretic hormone” 
SIADH > Low serum sodium, Low Serum Osmolality, High Urine Osmolality. 


Mnemonic: SIADH = Sodium and Serum are | 


Remember: 
e Small cell cancer of the lung > SIADH & Cushing. 


e SCC of the lung > Hypercalcemia. 


Alen ramambhar: 


Diabetes insipidus (DI): Hypernatremia, Low Urine Osmolality, High Serum 
Osmolality. (This low urine osmolality in DI increases after giving vasopressin) 


Squamous Cell Carcinoma) histopathology: 


— Large Polygonal Cells with Keratin Pearls and Bridges 


Patients with late stages of terminal diseases should be sent to palliative care 
nurse for end of life care. 


Beta-blockers (e.g. Atenolol) important side effect > Bronchoconstriction. 


Beta-Agonist (e.g. Salbutamol) important side effect > Tachycardia. 
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Example, A29 YO $ presents to the ED with tachycardia, palpitation and chest 


pain. She is an asthmatic and is on several medications and inhalers for her 
asthma. 


> lReview her medication) (she is asthmatic and salbutamol which is a short- 


acting-beta2 agonist is known to cause Tachycardia and Palpitation). 


Chronic Obstructive Pulmonary Disease (COPD) 


v One of the most common diagnoses encountered in medical practice. 


v COPD is an umbrella term encompassing the older terms chronic bronchitis 
and emphysema. 


Vv In the vast majority of cases, COPD is caused by smoking. 


v Some patients with more mild disease may just need to use a bronchodilator 
occasionally whereas other patients may have several hospital admissions a 
year secondary to infective exacerbations. 


Features (COPD) 


@ Hx of Smoking “in the majority of patients”. 


¢ Progressive Dyspnea “= breathlessness = shortness of breath”. 


¢ On spirometry > FEV1/FVC ratio is <0.7 (and it will remain <0.7 even after 
giving bronchodilation — COPD > irreversible airflow obstruction). 


“if this ratio becomes >0.7 post-dilation, this may indicate other condition e.g. 
asthma”. 


# Others > cough: often productive, wheeze, Hyperinflated chest on CXR. 
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NOTE, 
Noisy breathing, hoarseness of voice can be seen due to chronic smoking. 


Investigations (COPD): 

o Post-bronchodilator spirometry to demonstrate airflow obstruction: 
V FEV1/FVC ratio less than 70% (<0.7), 

Vv FEV1 is < 80% predicted, 


Vv Increased Residual Volume (7 RV) due to air trapping “important” 


o Chest X-ray: hyperinflation, bullae, flat hemidiaphragm, >7 posterior ribs seen. 
o Full blood count: exclude secondary polycythaemia 


body mass index (BMI) calculation 


Important Points: 


# On spirometry of COPD > FEV1/FVC ratio is <0.7 (and it will remain <0.7 


even after giving bronchodilation because COPD is > irreversible airflow 
obstruction). “very mild, unremarkable improvement might be seen sometimes 
but the ratio will remain < 7” 


Example, 


FEV1/FVC ratio = 2.4/3.7 = 0.65 (<0.7) 

After giving a bronchodilator (e.g. inhaled salbutamol): 

FEV1/FVC ratio = 2.5/3.7 = 0.67 (very mild improvement but still <0.7) 
> It is COPD “or chronic bronchitis” but not Asthma! 


Q Copyright Warning! Tolulope v 


Important Note, 
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Remember that Chronic bronchitis is one form of COPD. Thus, the answer 


sometimes is “Chronic bronchitis” if COPD is not given in the options. 


Vv Chronic bronchitis is defined as a productive cough that lasts for three 
months. 


Vv Other features > Progressive dyspnea, Wheezes, + low grade fever. 


Vv Many people with chronic bronchitis have chronic obstructive pulmonary 
disease (COPD. 


V Tobacco smoking is the most common cause. 

Qa Copyright Warning! Tolulope v 
Important point: 
@ If asmoker with symptoms of breathlessness and chest tightness that 


WORSE at night and early morning > Think of Especially in the 
presence of Hx of Atopy (e.g. Eczema). 


Management of COPD 
(a) In stable Cases, 
Vv Stop smoking, 


Vv Short -acting beta2-agonist (SABA) or short-acting muscarinic antagonist 
(SAMA) is first-line treatment. 


Vv Add a long-acting beta2-agonist (LABA) + long-acting muscarinic antagonist 
(LAMA) 


Vv If there are Asthmatic features suggesting steroid responsiveness 


LABA + inhaled corticosteroid (ICS) 
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Vv If patients remain breathless or have exacerbations offer triple therapy i.e. 
LAMA + LABA + ICS 


NICE recommend the use of combined inhalers where possible. 


Vv Oral theophylline 
NICE only recommends theophylline after trials of short and long-acting 
bronchodilators or to people who cannot used inhaled therapv 


(ma) Assess for LTOT “Long-Term O2 Therapy’ if any of the following: “important” 
V very severe airflow obstruction (FEV1 < 30% predicted). Assessment should 
be ‘considered’ for patients with severe airflow obstruction (FEV1 30-49% 
predicted) 

V oxygen saturations less than or equal to 92% on room air. 

Vv cyanosis 

V polycythaemia 

V peripheral oedema 

V raised jugular venous pressure 


So, if a COPD patient present with (FEV1 < 30% predicted) + V oxygen 
saturations less than or equal to 92% on room air. 


> [Assess for long-term O2 therapy. 


® If already on Long-term O2 therapy but still breathless 


> Prednisolone| or |Nebulised Normal Saline| “to loosen secretions” 


Patients who receive LTOT should breathe supplementary oxygen for at least 
15 hours a day. 
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Points on the Management of COPD Exacerbation “imp” 


© |24% - 28% Oxygen) (not 100%) using “venturi face mask” 


e Maintain O2 saturation between 88-92%. 
¢ Nebulised salbutamol (with ipratropium bromide). 


¢ Corticosteroids: 100 mg IV hydrocortisone or 30 mg prednisolone stat. 
(prednisolone should be continued as 30 mg OD for 7-14 days). 


¢ Still no response? > IV aminophylline. 
e If purulent sputum, fever, high CRP > give Antibiotics. 


e After giving all these, if he is still dyspnoeic, with impaired blood gas: 


> \Non-Invasive Ventilation) (NIV). 


Key |Remember, 


Persistent cough + Copious purulent Sputum + Tram track -ring- opacities 


> Bronchiectasis, 


To confirm the Dx > |High resolution CT scan (HRCT). “important” 


Pediatrics 


Al + |o2 

2! + Nebuliser (could be given back to back). 

BI ¢ Add Nebuliser. 

“Salbutamol and Ipratropium can be mixed in a solution and repeated) 
‘ 

V Oral prednisolone (either liquid or crushed tablets dissolved in water) 
v OR IV hydrocortisone. 


5 ¢ If still in asthma exacerbation, consider: 
4 IV Salbutamol 

4 1V Aminophylline 

4 IV Magnesium sulphate (MgSO4) 


Salbutamol is a short-acting betaz agonist (SABA) 
Ipratropium bromide is anticholinergic. 


After giving 02, Salbutamol...etc, if the child develops tachypnea, SOP, drowsiness 
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Arterial blood gas). 


(to look for respiratory acidosis and manage accordingly) 


4 * palbutamol) 5 mg (or teroutaline neoullsea with U2) 


| ¢ (Corticosteroids 


Vv 100 mg IV hydrocortisone. (Vv) if not available, give: 
V Oral prednisolone (40-50 mg PO) (v) 


If Severe/ Life-threatening/ Non-improving 


ale Give Salbutamol nebulizers back to back every 15 minutes and Add 
Ipratropium Bromide 0.5 mg to the Nebulisers. 


s\¢ Single dose of Magnesium Sulphate (MgSO4). 1.2-2 g IV over 20 minutes. 


If the patient is improving, give salbutamol nebulizer every 4 hours and 
prednisolone 40-50 mg PO OD for 5 days. 


Remember, some uses of MgSO4: 

v Eclampsia “seizures”. 

Vv Polymorphic (Broad-Complex) Ventricular Tachycardia 
= Torsades De Pointes (TDP) 
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Key 
18 


vV Refractory Asthma exacerbation that does not respond to salbutamol, 
Hydrocortisone, Ipratropium bromide. 


Squamous Cell Carcinomaj of the lung histopathology: 


— Large Polygonal Cells with Keratin Pearls and Intracellular Bridges 


v SCC is more common in smokers while Lung Adenocarcinoma is more seen in 
non-smokers. 


Vv SCC is usually present Centrally. 


It is Very difficult to differentiate the types of pneumonia clinically. However, try 
to memorise the next links as they usually (but not always) work and sometimes 
are given as hints: 


e Herpes Labialis > StreptococcaL (Pneumococcal). 


e Erythema Multiforme > Mycoplasma 


e Atypical features: young adult, dry cough, bilateral consolidation 
> Mycoplasma 


e HIV with CD4 < 200 + desaturation on exercise 
> Pneumocystis Jirovecii (Carinii) 


¢ Pneumonia developed after influenza (Flu) > Staph. Aureus. 


¢ Pneumonia after Hx of Exposure to Water, low Na, Low lymphocyte, staying 
in a hotel > Legionella 


Rx V> give Macrolides (e.g. |Clarithromycin), Azithromycin) or tetracycline. 
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Example, A 15 YO male presents with dry cough, target lesions on the dorsum 
of hands, X ray shows bilateral consolidations 


> target lesions > erythema multiforme > [Mycoplasma pneumonia. 


@ In a suspected case of pneumonia (fever, cough, dullness on percussion), 


The investigation is > 
The follow-up investigation > 


To R/O malignancy, especially if he is smoker + weight loss 


Where should the medication received? Admission or 
Outpatient? 


Note that in hospital, once blood tests are available the (@8)t:35) can be used 


Criterion Marker 
Confusion (abbreviated mental test score <= 8/10) 
urea > 7 mmol/L 
Respiration rate >= 30/min 
Blood pressure: systolic < 90 mmHg and/or diastolic < 60 mmHg 
Aged >= 65 years 


NICE recommend, in conjunction with clinical judgement: 


« consider home-based care for patients with a CURB-65 score of 0 or 1 - low risk 
(less than 3% mortality risk) 

- consider hospital-based care for patients with a CURB-65 score of 2 or more - 

intermediate risk (3-15% mortality risk) 
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+ consider intensive care assessment for patients with a CURB65 score of 3 or 
more - high risk (more than 15% mortality risk) 


A 52 YO presents with productive cough for 12 days. He has SOB and fever of 38.9 
C. His RR is 25, HR is 90 bpm, BP is 110/80. His Chest x ray shows right lower 
consolidation. His lab results are unremarkable. He has severe allergy to penicillin. 


v Firstly, his CURB-65 score is > can be managed at home} 


Vv Since he is severely penicillin allergic > No Amoxicillin or co-amoxiclav or 
cephalosporins such as cefuroxime. 


V He is not on statins, so we can give Clarithromycin. 


The answer > |Discharge with oral Clarithromycin. 


In HIV-Positive patients, prophylaxis antibiotics might be needed: 


v If CD4 < 200 > (prophylaxis against Pneumocystis jirovecii). 


v If CD4 < 50 > Azithromycin (Prophylaxis against Mycobacterium avium). 


eight Loss| + |Hemoptysis 
~ suspect 


Initial investigation > Chest X-ray. 


® To confirm the Dx > “to obtain histological and cytological 


specimens _ biopsy”. Copyright Warning! Tolulope v 
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Criteria “features” for Life-threatening Asthma: 


¢« Altered mental status with drowsiness. 
¢ Silent Chest. 


¢ Poor respiratory effort. 


e Exhaustion. 

¢ Cyanosis. 

¢ Arrhythmia. 

¢ Hypotension. 

e PEF < 33% predicted or best. 
¢ SpO2 < 92%. 

¢ PaO2 < 8 kPa. 

¢ PaCQ2 is normal (4.6-6 kPa) 


¢ Low molecular weight heparin (LMWH) “e.g. enoxaparin” is ideally 
commenced post-op as a prophylaxis to prevent DVT and Pulmonary embolism. 


¢ However, if a post-operative patient presents with Chest pain, Dyspnea + other 
features of Pulmonary embolism (e.g. tachycardia, tachypnea, hemoptysis), 


> LMWH dose shall be increased and CT pulmonary angiogram shall be done. 


Vv Note that if the patient is vitally stable, the CT pulmonary angiogram can be 
done as an outpatient. 


Vv We do not commence “Warfarin” unless Pulmonary embolism is diagnosed. 


v “D-Dimer’” will be high post-op, so it is useless. 
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Hints to suspect Pulmonary Embolism; 
Hx of prolonged immobility (e.g. after surgery, long-travel by air). 


@ Presence of Risk Factors for PE such as: 


COCP, Surgery, Obesity, Pregnancy, Malignancy, Previous venous 
thromboembolism 


@ + One or more of: 


Shortness of breath “Dyspnea”, Chest pain “often pleuritic, retrosternal”, 
Cough and Hemoptysis, Tachycardia, 7’ RR 


The investigation of choice is > CTPA “CT Pulmonary Angiography”| Important Vv 
Once PE is suspected > Give or 7 dose of LMWH 


Suspecting Pneumocystis jirovecii (e.g. HIV patients) 
> Co-trimoxazole 


Suspecting Legionella (Water exposure/ Hotel/ Low Sodium) 
> Clarithromycin 


Hx of travel + Diarrhea > Bloody Diarrhea, Fever, abdominal pain 


> Think of Traveller’s diarrhea; Campylobacter jejuni “Gram -ve Bacilli” 


¢ Traveller’s diarrhea main causes are Salmonella and Campylobacter jejuni. 


¢ Both are gram -ve bacilli (rods). 
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¢ They are self-limiting but treatment is needed especially in elderly and those 
who are immunocompromised. 


Vv Salmonella first line > Ciprofloxacin. 
v Campylobacter first line > erythromycin or clarithromycin il 2"4 + Ciprofloxacin. 


Streptococcus Pneumoniae 


¢ Gram POSITIVE Coccil. “diplococci” 


e¢ The commonest cause of Pneumonia. 

¢ Typical Pneumonia features: 

v Productive cough. Vv Fever. Vv Chest tightness. 
vV Unilateral Basal Crackles (on Auscultation.) 
Vv Unilateral Lobar Consolidation (on X-ray). 


Vv Vey Important > Association with Herpes Labialis. 


@ Mild — Amoxicillin 

& Moderate — Amoxicillin + Clarithromycin. 
® Severe — Co-amoxiclav + Clarithromycin. 
If severe allergy to Penicillin + Doxycycline 


So, in a classical scenario of pneumonia, the most likely organism is 


> |Streptococcus pneumonia) (the most common cause of pneumonia). 


# The most common causative organism of UTI > (Gram -ve) 


e Acute pyelonephritis > Urine Culture > Then Start Antibiotics. 
¢ Upper UTI > Ciprofloxacin (or) Co-amoxiclav. 
¢ Lower UTI > Trimethoprim (or) Nitrofurantoin. 
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So, 


v Campylobacter means Curved Bacilli “rods”. It is Gram -ve on stool culture 
and sensitivity. 

Vv So, Campylobacter > Gram -ve Bacilli “rods”. 

v V. Cholera > Gram -ve comma-shaped. 

Vv Streptococcus pneumonia > Gram +ve Diplococci. 

Vv Staphylococcal Aureus > Gram +ve and Coagulase +ve cocci “round” 


Remember, 


Horner's syndrome — Unilateral Ptosis, Miosis, Anhidrosis 


Due to — |Compression of the Ipsilateral of Sympathetic Chain. (e.g. in 


Pancoast tumor) 


Pancoast Tumour > A tumour of the Apex of the Lung (present at the top end of 
either the left or the right lung). It typically spreads to the nearby tissues such as 
the Ribs, the Vertebrae, unilateral compression of sympathetic chain, causing 
Horner’s syndrome. Most Pancoast tumours are Non-small cell lung cancer. 


So, in an elderly who is smoker and present with chest pain (often pleuritic) + 
signs of Horner’s (e.g. unilateral miosis, ptosis), 


suspect > (particularly: Pancoast tumor). 


<ABiThe steps (approach) to determine the type of the blood gas 


. ls the patient acidaemic (pH <7.35) or alkalaemic (pH >7.45)? 
. Respiratory component: What has happened to the PaCO2? 


PaCO> > 6.0 kPa suggests a respiratory acidosis (or respiratory compensation 
for a metabolic alkalosis) 

PaCO>2 < 4.7 kPa suggests a respiratory alkalosis (or respiratory 
compensation for a metabolic acidosis) 


. Metabolic component: What is the bicarbonate level/base excess? 


bicarbonate < 22 mmol/l (or a base excess < - 2mmol/!) suggests a 
metabolic acidosis (or renal compensation for a respiratory alkalosis) 
bicarbonate > 26 mmol/l (or a base excess > + 2mmol/I) suggests a 
metabolic alkalosis (or renal compensation for a respiratory acidosis) 
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Example (1): 

pH 7.17 (Normal: 7.35-7.45) 
PCO2 2.5 (Normal: 4.7-6 kPa) 
Base excess -14 (Normal -2 to +2) 


> |Metabolic acidosis (with partial respiratory compensation). 


¢ As the pH < 7.35 > definitely Acidosis. 
 PCO2 (the acid) is low > this is a compensation by the lungs; they try to 
breathe quickly to get rid of the CO2 (the acid) to buffer the acidity. The patient 
might present with tachypnea or SOB. 
¢ Base excess is very low > metabolic acidosis. 

3) Copyright Warning! Tolulope v 


Example (2): 


An elderly man was found on the floor unconscious by his neighbours. The 
ambulance crew came. His Systolic BP was 65mmHg. He was resuscitated in the 
ambulances (given 1.5 L NaCl 0.9%). He was further resuscitated in the 
emergency department. He mentions that he had severe diarrhea over the last 
2 days. His labs show: 

pH 7.18 J Base excess -13 i Lactic acid 6 (high) 


Urea and Creatinine are high g CRP 160 (high) 


His blood gas interpretation > |Metabolic Acidosi 


As his pH < 7.35 > Acidosis 
His Base excess is very low (< -2) > Metabolic Acidosis. 


This patient had profuse diarrhea for 2 days. Remember that profuse diarrhea 
can lead to loss of HCO3 “Bicarbonate” and thus metabolic acidosis. 
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Also, remember that profuse diarrhea can lead to > Hypovolemia 
“Dehydration”, which is an important prerenal cause for AK!. That’s why his 
renal functions are impaired. 


Example (3): 


A 28 YO has been having shortness of breath for the last 16 hours and is feeling 
unwell. His arterial blood gas show: 

pH 7.51 [J Pa02 8 (normal is > 10) [J PacO2 3.1 (Normal 4.6-6) 

Bicarbonate 20 (normal 22-26). 


The likely Dx > [Respiratory Alkalosis 

(SOB > 7 RR > getting rid of CO2 which is an acid > resp. alkalosis) 
Noe that: 

Respiratory Alkalosis can be seen in |Pulmonary Embolism 


and Panic attack 


However, the associated decrease in PaO2 “Hypoxia” suggests PE. 


Important, 


Respiratory Alkalosis (pH >7.45) in: 


Pulmonary Embolism: 
Low PaO2 (<10)|, |Llow PaCO2 (<4.7), Bicarbonate is normal (22-26) or around it. 


In it is the same, but the PaQ2 will be normal (>10): 
Normal PaO2 (>10)), |Low PaCO2 (<4.7)|, Bicarbonate is normal (22-26) or around it. 
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Metabolic Drugs (MAIIAD): Metformin, Aspirin (Later on), Iron, lsoniazid, 
Acidosis Alcohol, Digoxin. And Paracetamol (less common). 

Diarrhea. 

Renal insufficiency of any cause. 

Addison’s Disease 


Metabolic Drugs: ACEi, NSAIDs (e.g. Diclofenac), Diuretic Therapy. 
Alkalosis Vomiting (due to the loss of gastric acid > Alkalosis) 
Hypovolemia, Hypokalemia. 
2ry Hypoparathyroidism. 


Respiratory Any cause of airway obstruction “apnea” (Low RR). 

Acidosis Drugs: Benzodiazepines, Organophosphates. 
COPD 
Pneumothorax, hemothorax, ascites. 
N.B. If a patient is on a ventilator and developed respiratory 
acidosis > [ERSSSSERSWEREIBHION to washout the CO2 (The 
acid). 


Respiratory | ANY CAUSE OF HYPERVENTILATION (High RR) e.g. 
Alkalosis + PE (Pulmonary Embolism) 
- Salicylate -Aspirin- (early in the course of poisoning). 
« Mechanical Ventilation (Rapid Ventilation). 


Key | A 73 YO female presents with tiredness, cough, sputum production for 2 days. 
26 | Her temperature is 39. While viewing her labs, you notice a slight increase in 
serum creatinine. What is the likely diagnosis? 


Bacterial Pneumonia 
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Vv Impaired renal function is irrelevant here. 
Vv Cough, sputum, fever in (very old or very young) > think of pneumonia. 


Key | Cough, SOB + Spirometry shows: 


FEV1/FVC ratio is <0.7 > Obstructive cause (e.g. Asthma or COPD) 


“if this ratio remains <0.7 post-dilation, this may indicate COPD”. 


“if this ratio becomes >0.7 post-dilation, this may indicate asthma”. 


FEV1/FVC ratio is >0.7 > Restrictive cause (e.g. Pulmonary fibrosis) 


Features of Pulmonary Fibrosis: \ 

Vv Progressive exertional dyspnoea 

V Bi-basal fine end-inspiratory crepitations on auscultation 
Vv Dry cough 

Vv Clubbing 


A hint towards Pulmonary fibrosis > working in Coal mines. 


¢ Spirometry: classically a restrictive picture: 
FEV1 > normal/decreased, 

FVC > decreased, 

FEV1/FVC > increased (>0.7) 


(every single word is important!) 
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4 They are “just in case” medications that are allowed to be given to a patient 
during his/ her last days in life. 


4 They are only given SUBCUTANEOUSLY!! “Important” 


4 They are aimed at making the death more comfortable, and hence, they 
cover the following main possible complaints in a dying individual: 


o Pain and Breathlessness — ISC Morphine] 

op Nausea and Vomiting — [SC Haloperidoll 

p Anxiety, Delirium, Agitation > [SC Midazolatn. 

np Noisy Respiratory Secretions — ISC Hyoscine Butylbromide. 


So. for a patient in hosnice for end of life care who develops rattlins throat 


noises and noisy breathing, give > |Hyoscine subcutaneously. 


Hints > Farmer, SOB and Cough, Diffuse micronodular shadowing. 


> |Extrinsic allergic alveolitis.. 


For Reading: 
Extrinsic allergic alveolitis} 


Extrinsic allergic alveolitis (EAA, also known as hypersensitivity pneumonitis) is 
a condition caused by hypersensitivity induced lung damage due to a variety of 
inhaled organic particles. 


Examples 
V bird fanciers’ lung: avian proteins 
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Vv Farmers lung: spores of Saccharopolyspora rectivirgula (formerly 
Micropolyspora faeni) 

Vv malt workers’ lung: Aspergillus clavatus 

Vv mushroom workers’ lung: thermophilic actinomycetes 


Presentation 
V acute: occur 4-8 hrs after exposure, SOB, dry cough, fever 
Vv chronic 


Investigation 

chest x-ray: upper/mid-zone fibrosis > Diffuse Micronodular Interstitial 
Shadowing. 

bronchoalveolar lavage: lymphocytosis 

blood: NO eosinophilia 


Lung cancer: paraneoplastic Syndrome features 


Small cell 

¢ SIADH > Hyponatremia, Low Serum Sodium. 

¢ ACTH - not typical, hypertension, hyperglycaemia, hypokalaemia, alkalosis 
and muscle weakness are more common than buffalo hump. 

¢ Lambert-Eaton syndrome: the same presentation as Myasthenia gravis but 
with the following differences: 


V The reflexes are absent and elicited after exercise. 
Vv & Streneth/ nower of the weakened muscles after reneated test. 


Squamous cell 
e hypercalcaemia 


* parathyroid hormone-related protein (PTH-rp) secretion causing 
¢ clubbing 

¢ hypertrophic pulmonary osteoarthropathy (HPOA) 

e hyperthyroidism due to ectopic TSH 
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Key Some Hints: “not always” Qa Copyright Warning! Tolulope v 
¢ Builder, Shipyard worker > Mesothelioma. 
Farmer > Extrinsic allergic alveolitis. 


¢ Coal mine worker > Pulmonary fibrosis. “Coal worker pneumoconiosis” 


In the presence of pneumonia with other conditions such as bone pain, we 
need to treat pneumonia first > (give antibiotics). 


Remember, in patients with asthma, we avoid BAN: 


© Drugs that aggravates Asthma: 
BAN — Beta-blockers | Aspirin J] NSAIDs. 


This, the most appropriate Analgesic is > Paracetamol. 
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List of Important Autoantibodies 


Anti-dsDNA and Anti-smith SLE (but the initial test is ANA — very sensitive) 

Anti-histone Drug-induced lupus (e.g. Hydralazine) 

Anti-scl70 Systemic Sclerosis 

Anti-centromere Limited sclerosis/CREST syndrome 

Anti-Jo1 Polymyositis 

Anti-Ro, Anti-La Sjogren’s disease 

Anti-mitochondrial | Primary biliary cirrhosis 

Anti-smooth muscle “Autoimmune hepatitis i” 

pANCA Churg Strauss (Eosinophilic Granulomatosis 
with Polyangiitis) / UC / 1ry sclerosing 
cholangitis. 

cANCA Wegener’s Granulomatosis 
(Granulomatosis with Polyangiitis) 

Anti-tissue transglutaminase, Celiac Disease 

Anti-sliadin Anti-endnmvcial 


Fe SS ee eee ee ee ee eee Ee a ee 


ANA = = =—=—_ RAand many other auto-immune diseases. 


Key | @ Initial (Screening) test of SLE > “More sensitive” 


Confirmatory > Anti-dsDNA| “Specific” 


Qa Copyright Warning! Tolulope v 
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(SLE) 


© Features 


Systemic lupus erythematosus (SLE) is a multisystem, autoimmune disorder. It 
typically presents in early adulthood and is more common in women and 
people of Afro-Caribbean origin. 
General features - Fatigue, fever, lymphadenopathy 
« Mouth ulcers (large, multiple, painful) 
- Remitting and relapsing illness 


- Malar (butterfly) rash: spares nasolabial folds 

« discoid rash: scaly, erythematous, well demarcated 
rash in sun-exposed areas. Lesions may progress to 
become pigmented and hyperkeratotic before 
becoming atrophic 

- Photosensitivity 


- Raynaud's phenomenon (1/5" of the patients but 
often mild) 


Musculoskeletal « Arthralgia 
- Non-erosive arthritis ee, 
Cardiovascular « pericarditis: the most common cardiac manifestation 
« myocarditis 
Respiratory - pleurisy 
- fibrosing alveolitis 
- Proteinuria 
« glomerulonephritis (diffuse proliferative 
glomerulonephritis is the most common type) 


Neuropsychiatric; -. anxiety and depression 
« psychosis ¢ Seizure. 


S| 
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Investigations > Autoantibodies 


Immunology 


99% are ANA positive (screening = sensitive but not specific) 
20% are rheumatoid factor positive 

anti-dsDNA: highly specific (> 99%), but less sensitive (70%) 
anti-Smith: the most specific (> 99%), sensitivity (30%) 


Anti-histone: Drug-induced lupus. (e.g. due to hydralazine used for HF 
along with isosorbide dinitrate) 


Others: Raised ESR, Normochromic Normocytic Anemia, low C3 and C4. 


Monitoring 


ESR: during active disease, the CRP is characteristically normal. A raised CRP 
may indicate underlying infection. 

complement levels (C3, C4) are low during active disease 

(formation of complexes leads to consumption of complement) 

anti-dsDNA titres can be used for disease monitoring (but note not present 
in all patients) 


© The initial tests of SLE: ANA “Anti-nuclear antibody” (More sensitive) 


Confirmatory > Anti-dsDNA, ESR, Complement C3 and C4 


¢\Remember, in SLE: 


+ve ANA, -ve ANCA, 7 ESR 
Proteinuria and hematuria might be found if there is renal involvement (GN). 
Painful joints and morning stiffness can also be seen. 


“it is not always about rash” 
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Key ||Chronic fatique syndrome. 


Diagnosed after at least 4 months of disabling fatigue affecting mental and 
physical function more than 50% of the time in the absence of other disease 


Se ON en a eee) fa ee ee pee 


WHLETE Tay CAMIGI OYTIVlVitio 


Epidemiology 
more common in females 
past psychiatric history has not been shown to be a risk factor 


Fatigue is the central feature, 
Other recognised features include: 


Vv Sleep problems, such as insomnia, hypersomnia, unrefreshing sleep, a 
disturbed sleep-wake cycle 

Vv Muscle and/or joint pains 

Vv Headaches 

V painful lymph nodes w@Poutenlargement. v 

V sore throat 

V cognitive dysfunction, such as difficulty thinking, inability to concentrate, 
impairment of short-term memory, and difficulties with word-finding 
Vgeneral malaise or ‘flu-like’ symptoms 

V dizziness V nausea palpitations 


Investigation 

NICE guidelines suggest carrying out a large number of screening blood tests to 
exclude other pathology e.g. FBC, U&E, LFT, glucose, TFT, ESR, CRP, calcium, CK, 
ferritin, coeliac screening and also urinalysis 


Management 
V Cognitive behaviour therapy - very effective. 


Vv Graded exercise therapy. 
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26 YO female presents complaining of easy fatiguability even with little 
exertion, recurrent headaches, difficulty sleeping, difficulty concentrating, and 
body aches everywhere. These symptoms have been persistent for the last 5 
months. She says that these symptoms began after a viral infection 5 months 
ago. FBC, KFT, LFT, TFT, Glucose, CRP, Urinalysis, all have been done and 
returned with normal ranges. 


The likely Dx > [Chronic Fatigue Syndrome. 


a Copyright Warning! Tolulope v 


reatures 

Vv Symmetrical muscle weakness (proximal > distal). 

Vv common problems are: rising from chair, combing hair, getting out of bath 
(Proximal muscle weakness). 

Vv Sensation and reflexes are normal, no fasciculation. 


Causes 

¢ Inflammatory: Polymyositis 

¢ Inherited: Duchenne/Becker muscular dystrophy, myotonic dystrophy 
e Endocrine: Cushing's, thyrotoxicosis 

¢ Alcohol 


Vv Symmetrical and diffuse muscle weakness (proximal > distal) involving the 
proximal muscles of neck, shoulders, trunk, hips, thighs, LL (affected earlier). 
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Vv common problems are: rising from a seated position, combing hair, getting 
out of bath, lifting objects, climbing stairs. 


Vv (4) Creatine Kinase. 
Vv Anti-jo 1 autoantibodies. 


Vv To Dx > Muscle biopsy. 


Important differentiating point, 
In Polymyalgia Rheumatica (PMR), 


¢ The Creatine Kinase is Normal, the ESR is >30 and CRP > 6. 


(While in Polymyositis > 7 CK). 


¢ Polymyalgia Rheumatica also presents with aching and stiffness (while 
polymyositis has weakness). 


¢ The sites of pain and stiffness on PMR are proximal muscles: Neck, shoulder, 
upper arm, pelvic girdle “difficulty to get out of bed, or to get up from a seated 
position, or to raise her arm above her head. 


¢ 50% of patients with PMR have Temporal arteritis (>55 YO, Headache, Painful 
jaw especially on chewing). 


¢ Initial tests > ESR 


e Rx > Prednisolone. 


So, in a patient with proximal muscle weakness “e.g. difficulty climbing stairs or 
getting up from a seated position + T CK 


> suspect polymyositis. 
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So, in a patient with proximal muscle weakness “e.g. difficulty climbing stairs or 
getting up from a seated position + f CK 


Key ||Sjogren's syndrome 


o Sjogren's syndrome is an autoimmune disorder affecting exocrine glands 
resulting in dry mucosal surfaces. 


o It may be primary (PSS) or secondary to rheumatoid arthritis or other 
connective tissue disorders 


o Sjogren's syndrome is much more common in females (ratio 9:1). 


Features “important” 


Vv > keratoconjunctivitis sicca 


“The patient may have itchy eyes, a sandy sensation under their eyes -due to 
low lacrimal production” 


 Schirmer’s test > J tear production. 


Rose Bengal stain > may show Corneal ulcerations “2ry to dry eyes”. 


v [Dry mouth: 


“They may complain of difficulty in swallowing food -due to low saliva” 


Vv Recurrent Parotitis| > Bilateral enlargement of Parotid glands. 


vV Others: 
vaginal dryness, arthralgia, Raynaud's, myalgia, sensory polyneuropathy, 


renal tubular acidosis (usually subclinical) 
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Investigation Qa Copyright Warning! Tolulope v 


V Schirmer's test: filter paper near conjunctival sac to measure tear formation 
> decreased tear production. 


V Rose Bengal stain > may show Corneal ulcerations “2ry to dry eyes”. 
Vv Rheumatoid factor (RF) positive in nearly 100% of patients. 


Vv Anti-Ro (SSA) antibodies in 70%. 
V anti-La (SSB) antibodies in 30%. 


Management 
# No Cure. 


¢ Give artificial saliva and tears. 


A 45 YO @ presents complaining of a sandy feeling under her eyes and 
difficulty in swallowing for the last year. She also has bilateral parotid 
enlargement. 


The likely Dx + Sjogren's Syndrome, 


¢ instead of mentioning “dry eyes”, the stem says “sandy feeling under 
her eyes”, which results from low tear production. 

¢ Instead of saying “dry mouth”, the stem says “difficulty in swallowing” 
which occurs 2ry to decreased saliva. 
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A55 YO @ with Hx of SLE presents complaining of dry eyes and altered 


taste sensation. Her voice becomes hoarse when she speaks for long- 
time. 


V Please note that Sjogren syndrome can occur primary or secondary to 
connective tissue diseases such as SLE and RA. 

V Here, the altered sense of taste and hoarseness are due to low saliva 
production which is seen along with dry eyes in Sjogren syndrome. 


stemic sclerosis (Scleroderma ©) copyright Warning! Tolulope v 


Systemic sclerosis is a condition of unknown aetiology characterised by 
hardened, sclerotic skin and other connective tissues. It is four times more 
common in females 


Raynaud’s Phenomenon: “v” 


Pale digits, hands - due to ischemia- > become cyanosed “bluish” when 
exposed to cold -due to deoxygenation > then become red. 


“Limited” Scleroderma [CREST Syndrome] 

¢ Scleroderma affects face and distal limbs predominately “thick skin”. 
¢ Raynaud's phenomenon may be first sign 

¢ Slow onset and Slow progression. 

* associated with anti-centromere antibodies 

¢ a subtype is CREST syndrome: Calcinosis, Raynaud's phenomenon, 
Esophogeal dysmotility, Sclerodactyly, Telangiectasia 

¢ Scl-70 antibodies (-ve) 

e ANA is mostly +ve. 
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So, Raynaud’s phenomenon develops firstly, then, slow progression (up to 
years) > them, Other CREST may be seen (e.g. small pink, red spots on lips, 


fingers. This is Telangiectasia) 


AU (elf pagent ba 
ocieroaqerma 


¢ Scleroderma affects trunk and proximal limbs predominately 

¢ Rapid onset and Fast progression. 

¢ The most common cause of death is now respiratory involvement, which is 
seen in around 80%: interstitial lung disease (ILD) and pulmonary arterial 
hypertension (PAH) 

¢ Other complications include renal disease and hypertension 

e Poor prognosis. 

¢ Scl-70 antibodies (+ve) 


e ANA is mostly +ve. 


A 44 Y0 9° has pallor of her hands followed by bluish discoloration after 
exposure to cold. This condition has been persistent for 3 years. She also has 
symmetrical peripheral arthropathy. Now, she develops small pink and red 
spots on her lips and fingertips. 


The likely Dx > |Limited Systemic Sclerosis (CREST Syndrome) 
Example (2 


A 46 YO @ has pallor of her hands followed by bluish discoloration after 
exposure to cold. She also has shortness of breath on walking and dysphagia. 


The likely Dx > Systemic Sclerosis 


Features of CREST (Raynaud’s), (Esophageal dysmotility) 


emporal Arteritis [= Giant Cell Arteritis]. 


¢ Temporal arteritis is large vessel vasculitis” arterial inflammation” 

¢ It is sometimes associated with polymyalgia rheumatica (PMR). 

¢ Histology shows changes which characteristically 'skips' certain sections of 
affected artery whilst damaging others. 


Features Qa Copyright Warning! Tolulope v 
v>55 YO 


Vv Usually rapid onset (e.g. < 1 month) 

Vv Headache 

V Visual disturbances (Blurry vision). 

Vv Jaw claudication (65%) “Pain on Chewing” 
Vv Scalp Tenderness. 


v Around 50% have features of Polymyalgia Rheumatica > aching, morning 
stiffness in proximal limb muscles (not weakness). 


Investigations 

* Initial test > 44 ESR. CRP may also be elevated 

¢ To Dx “confirmative” > temporal artery biopsy: skip lesions may be present 
[Note that creatine kinase is normal] 


Treatment “important Vv” 


o |High-dose prednisolone - there should be a dramatic response, if not, the 


diagnosis should be reconsidered. 


go Added-on medication > |low dose Aspirin) “|, stroke and visual loss” 
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j in Kawasaki, which has a febrile vasculitis seen in children < 5 YO, 
we give High dose Aspirin to “avoid coronary artery aneurysm”. 


o Another possible Added-on medication > [Bisphosphonates 


Especially in elderly. As they receive high doses of prednisolone 
(corticosteroids), this would cause osteopenia, osteoporosis. Thus, a use of 
bisphosphonate may help prevent this. 


o Urgent ophthalmology review. Patients with visual symptoms should be seen 
the same-day by an ophthalmologist. Visual damage is often irreversible 
(Blindness is a feared complication in Temporal arteritis). 


To sum up 
A patient presents with temporal arteritis “Giant cell arteritis” 


(>55 YO, usually unilateral headache and pain on chewing, sometimes tender 
scalp and blurry vision) 


> the treatment is (Prednisolone|R If asked about additional treatment, pick 


(Aspirin)} If not give in the choices, pick ([2ikfelatesye) sleek haces). 


In Polymyalgia Rheumatica (PMR), 
¢ The Creatine Kinase is Normal, the ESR is >30 and CRP > 6. 
(While in Polymyositis > 7 CK). 


¢ Polymyalgia Rheumatica also presents with aching and stiffness (while 
polymyositis has weakness). 
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¢ The sites of pain and stiffness on PMR are proximal muscles: Neck, shoulder, 
upper arm, pelvic girdle “difficulty to get out of bed, or to get up from a seated 
position, or to raise her arm above her head. 


¢ 50% of patients with PMR have Temporal arteritis (>55 YO, Headache, Painful 
jaw especially on chewing). 


¢ Initial tests > ESR 


¢ Rx > Prednisolone 


Example (1) 


A 58 YO man presents with a 4-day Hx of right sided headache with blurry 
vision. He has pain around his jaw that worsens with chewing. His ESR is high. 


The likely Dx > Temporal arteritis = Giant cell arteritis GCA. 


The Rx > (Corticosteroids “High-dose prednisolone’ 


If the patient was already commenced on Prednisolone, what other 
medication can help in his case? > “SL stroke and visual loss” 


Example (2) 


55 YO 9, feeling stiffness of neck, shoulders, hips in the morning over the past 
2 months. Difficulty to get out of bed, and out of her chair. A few days ago, she 
developed a pain in her left jaw especially on chewing and a headache. Her left 
scalp is tender. 


The likely Dx > [Polymyalgia Rheumatica associated with Temporal arteritis. 
The Rx > (Corticosteroids “High-dose prednisolone’ 
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Important “for PMR, Temporal Arteritis, “Vv” 
The most appropriate management is > Prednisolone. 


The most appropriate “initial” investigation > ESR 


The most appropriate (or definitive) investigation > Temporal artery biopsy. 


Temporal Arteritis is > Arterial inflammation (not infection nor aneurysm) 


Key Gout: Q Copyright Warning! Tolulope v 


Features 

Gout is a form of inflammatory arthritis. Patients typically have episodes lasting 
several days when their gout flares and are often symptom-free between 
episodes. The acute episodes typically develop maximal intensity with 12 hours. 


The main features it presents with are: 


Vv Pain: this is often very significant 
Vv Swelling 
v Erythema 


Around 70% of first presentations affect: 
> the 1st metatarsophalangeal (MTP) joint (of the big toe). 
Attacks of gout affecting this area were historically called podagra. 


Other commonly affected joints include: ankle, wrist, knee. 


IMPORTANT Hints: 


O An antihypertensive and diuretic medication “Thiazide Like Diuretic” such as 
bendroflumethiazide can cause Gout. 


© A diuretic used in Heart Failure > Loop diuretic (Furosemide) can cause Gout. 
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O Also, Drinking Too Much Alcohol can cause Gout! 
In short, 


Some RFs of Gout > |Bendroflumethiazide [Furosemide |Excessive alcohol 


© Diagnosis of gout: Synovial fluid aspiration and analysi 
Important > If no fever, we |send joint aspirate for “microscopy” not culture. 


“Caution! Do not pick (Serum Uric Acid) as it is usually normal or low in the 
acute stage! It can be measure 4-6 weeks after Acute stage relieve”. So, in 
acute attack, Serum uric acid is not the answer! 


Management 
Vv If the patient is presenting with acute attack “important”: 


> First line > |NSAIDs (e.g. Ibuprofen, Naproxen), [| 2.4 — Colchicine. 


V For long-term (after 2 weeks of acute attack) 


> “with NSAIDs and Colchicine coverage” 


For Your Knowledge — Radiological features of gout: 

¢ Joint effusion is (early sign). 

¢ Well-defined 'punched-out' erosions with sclerotic margins in a juxta-articular 
distribution, often with overhanging edges 

¢ Relative preservation of joint space until late disease 

e Eccentric erosions 

¢ No periarticular osteopenia (in contrast to rheumatoid arthritis) 

e Soft tissue tophi may be seen 
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Careful, 

Gout does not only affect the big toe; it can also affect Knee and others. 
Whenever you see “bendroflumethiazide” or another RF along with painful, 
tender, swollen joint 


> Gout > > or for acute attack. 


Septic Arthritis 


Important Topic! every single detail can be a question. 
Please, remember that Rheumatoid arthritis and DM are an important risk factor. 
It is usually given in a stem as a hint with other features of septic arthritis. 


Monoarthritis = Single joint involvement (commonly Knee) 


Swelling/ Limited movement/ Hotness 
+ A Risk factor (e.g. IDM, Steroid), HIV, Rheumatoid Arthritis) “important v” 


SE 


Think of > Septic Arthritis 


Commonly affect Knee but can affect others especially Shoulder 
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# The commonest causative organism > Staphylococcus Aureus. V 
# A common organism in young SEXUALLY active > N. Gonorrhea. 


+ Dx 


V Aspiration of Synovial Fluid for culture and sensitivity Vv 


V Blood Culture. 


Q Copyright Warning! Tolulope v 
¢ Management 


Vv (for 4-6 weeks) “first-line” “like cellulitis” 


should be started empirically before the synovial culture results. 


V If penicillin allergic > Clindamycin. 
Vv If the causative organism is N. Gonorrhea nor Staph > Cefotaxime or Ceftriaxone. 


V If still not responding > Repeated percutaneous aspiration. 


“IV antibiotics for 1 week until blood cultures become -ve and swelling resolves 
Then, Oral antibiotics for 4 weeks” 


Note, do not forget (Dm, RA) as risk factors for Septic Arthritis. “Hints” 


Septic arthritis is different from Reactive arthritis. 


iY Yelou th ela taleneey: Seronegative Spondyloarthritis 


(Migratory Oligoarthritis of lower limbs + Back pain + Extraarticular features) 


¢ Typically, there is no fever. 

¢ Typically, seen in young adults. 

¢ Typically follows Urogenital infection “STI” or Gl infection “dysenteric illness”. 
¢ Asymmetric, Migratory Oligoarthritis of LL (Knees and Ankles). 


¢ Extraarticular features: (Reiter’s Triad) 
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VV RUIUE See TZ CUITUIICLIVILio, UVETILIO. 

Vv Cannot pee > Urethritis. 

Vv Cannot climb a tree > Arthritis. (pain and swelling of small joints) 

+ Skin manifestations > Rash (Maculopapular) 

circinate balanitis (painless vesicles on the coronal margin of the prepuce), 
keratoderma blenorrhagica (waxy yellow/brown papules on palms and soles) 
Erythema nodosum (Tender, red nodules over shins). 


: (= washerwoman sprain = mammy thumb = Gamer thumb): 
Pain under root of thumb (Base of thumb) (tenosynovitis). 


It is common after pregnancy as repeated carrying a baby can cause repetitive stress 
injury and inflammation of extensor pollicis brevis and abductor pollicis longus. 


5 Tennis elbow = lateral epicondylitis > affected wrist extension. Mainly due to 


overuse e.g. in tennis players. 


Q Copyright Warning! Tolulope Vv 


= Medial epicondylitis: all flexors to fingers and pronator are 


affected. Seen in baseball players, construction injury, plumber injury. 


Example A female has recently given birth presents with pain in her thumb 


base. The pain is particularly felt when she picks up her baby and while 
changing the diapers. 


> |De Quervain’s Tenosynovitis 


Churg Strauss Asthma, Nasal polyps, Allergic p-ANCA [v] 
(Eosinophilic rhinitis, Eosinophilia 

Granulomatosis + Other organs Eosinophilia 
@.g. purpura, Glomerulonephritis, HF, 4’ ESR, CRP, IgE 


with Polyangiitis 
vane ) Skin nodules. 
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Both names are CT > Ground-glass 
important to know attenuation 


Wegener’s Upper Respiratory problems c-ANCA 


Granulomatosis (Sinusitis/ Nasal septum 


(Granulomatosis perforation/ Epistaxis / 
nasal crusting) 


with Polyangiitis) 


+ i 
Both names are Hematuria / Hemoptysis 


important to know 
P Bleedine: nose lungs. kidnev 


If you memorise this comparison, you shall be able to solve any question 
related to it. 


Rheumatoid Arthriti 


Typical features 
o Swollen, painful joints in hands and feet. 


o Stiffness worse in the morning. 
mo Gradually gets worse with larger joints becoming involved. 
o Presentation usually insidiously develops over a few months. 


o Positive 'squeeze test’ - discomfort on squeezing across the metacarpal or 
metatarsal joints. 


Management is beyond PLAB scope. However, remember these: 


NICE updated their rheumatoid arthritis guidelines. They now recommend 
DMARD monotherapy (e.g. methotrexate) + a short-course of bridging 
prednisolone. In the past dual DMARD therapy was advocated as the initial step. 
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Please, know that NSAIDs (e.g. ibuprofen) can be used to manage severe joints 


pain in RA. 


Young man 

Low back pain + 
Morning Stiffness + 
Uveitis “painful eye” + 


Tenderness of Sacro-iliac joint “X-ray of this joint is the most helpful” 


Dx > “a type of Seronegative Spondyloarthropathy/ 
Rx > (first line) | Anti-TNF therapy (second line) 

To Diagnose > k-ray of Sacroiliac joint. “important” Vv 

Other Points: 


Vv Back pain is worse in the morning and improves on exercise. 


v Ankylosing Spondylitis has a strong association with HLA-B27 but we CANNOT 
use it for diagnosis as it is Positive in 10% of Normal people. 


v + Anemia, 7 WBCs, 7 ESR. 
v Ankylosing Spondylitis associations > Anterior uveitis, Aortic regurgitation. 
V Seale) ol-arcmesta: - a line is drawn 10 cm above and 5 cm below the back dimples 


(dimples of Venus). The distance between the two lines should increase by 
more than 5 cm when the patient bends as far forward as possible. 
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Key | V Cannot see > Conjunctivitis, Uveitis. 


13 


Key 
15 


Vv Cannot pee > Urethritis. 
Vv Cannot climb a tree > Arthritis. (pain and swelling of small joints) 
+ Skin manifestations > Rash (Maculopapular) 


> Reactive arthriti 


Remember, in acute gout: 
+ First line > |NSAIDs (e.g. Ibuprofen, Naproxen)| J 2" — (Colchicine. 


Q Copyright Warning! Tolulope v 


So, if the options have both (Naproxen and Colchicine), pick Naproxen, which is 
an NSAID. 


Remember: 


Erythema nodosum, (Tender, red nodules over shins). 
Bilateral hilar lymphadenopathy, (the most common finding on Chest X ray) 
Polyarthralgia 


Hypercalcaemia, Fever. 


Please, whenever you see 2 of these features, consider “Sarcoidosis”. 


Syndromes associated with sarcoidosis 
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Lofgren's syndrome) is an acute form of the disease characterised by 
bilateral hilar lymphadenopathy (BHL), erythema nodosum, fever and 
polyarthralgia. It usually carries an excellent prognosis. 


Mikulicz syndrome: there is associated enlargement of the parotid and lacrimal 


glands > Dry mouth, face swelling. due to sarcoidosis, tuberculosis or 
lymphoma 


Heerfordt's syndrome (uveoparotid fever) there is parotid enlargement, fever 


and uveitis secondary to sarcoidosis 


A 30 YO 9 presents complaining of painless bilateral swelling of face and mild 
fever. She also has dry mouth. On chest X-ray > bilateral perihilar 
lymphadenopathy. 


The likely Dx > Sarcoidosis, (Likely: [IDTRARNAEIAUE) 
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Urology 


Key | After abdominal surgery, one of the complications that we should aware of is 


> (presents with unilateral flank pain, anuria post-op) 
To investigate it, perform > |Renal Ultrasound 


“A ligation/ injury of ureter during an operation will cause backflow of urine to 
the kidney and thus Renal hydronephrosis that can be detected by a non- 
invasive US”. 


Other features that may be seen are fever and 7’ WBCs due to infected urine in 
the obstructed system. 


For anyone whit history of renal stones, remember to advise to 
> increase fluid intake (dehydration is a major risk factor for stones). 


Managing Renal Stones 


Generally, the Stone Size Rule: 


—— ST t = et B48 -aet=—8 =. — e -8 Midi le 


if stone size sU.ocm(<ommM) ~~ | Tula ihtaKe to get rid OT it in urine. 
If stone size 0.5 cm —2 cm > two options: 

v ESWL (Extracorporeal Shock wave Lithotripsy) “preferred”, or: 

v Ureteroscopy with dormia basket. 

If stone size > 2 cm > Percutaneous Nephrolithotomy. 


HOWEVER! 
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Q Copyright Warning! Tolulope v 


If the patient has only one functioning kidney (e.g. Hx of the removal of one 
kidney) and has a stone (OF ANY SIZE) with dilatation of the pelvicalyceal system 
(PCS) + Anuria, Fever [Obstructive Uropathy] > 

The thing to do is to decompress the PCS to save the remaining kidney. 


This is done by > Percutaneous Nephrostom 


Similarly, even if the patient has 2 kidneys, if he develops AKI (impaired urea 
and creatinine), fever and Hydronephrosis (these together with the presence of 


stones are indicators of Obstructive Uropathy), we si@ll govfer(Perdatneous 
Nephrostomy) in order to temporarily and instantly decompress the renal 


collecting system regardless of the stone size! 


Note, Percutaneous nephrostomy is different form Percutaneous 
nephrolithotomy. 


¢ [Percutaneous Nephrostomy| > stoma “catheter” to the Pelvicalyceal system 


of the kidney for decompression (Draining the obstructed fluid in kidney). 


¢ [Percutaneous Nephrolithotomy| > removal of urinary stone percutaneously 


via a scope (if size > 2 cm). 


© Tolulope | Vv 


Example (1), 

46 YO 3 with Hx of left nephrectomy 10 days ago presents with fever, inability 
to pass urine for the last 20 hours. Ultrasound reveals an 8 mm stone in the left 
lower ureter with dilatation of the pelvicalyceal system. What is the best INITIAL 
step in management? 


¢ The best initial step > |Percutaneous Nephrostomy,. 


The (Stone Size Rule) does not apply here. This patient has obstructive uropathy 
with impending renal failure. We need to, initially, save his remaining kidney by 


daramnreaccine thea fliid ratantinn in the DOGS Thic can he dana hv — 
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Percutaneous Nephrostomy. Afterwards, we can manage the stone based on 
the stone size role; (ESWL) in this case. 


In summary; 


Loin pain + Stone + Hydronephrosis > Manage according to the stone size. 
Loin pain + Stone + Hydronephrosis [+] AKI [+] Fever 
> Percutaneous Nephrostomy, initially. 


Example (2), 

36 YO CG presents with severe loin pain, nausea and vomiting. Ultrasound shows 
right hydronephrosis. Non-enhancing CT reveals a 3.1 cm stone at the level of 
the minor calyx. What is the most appropriate management? 


¢ The most appropriate management > |Percutaneous Nephrolithotomy,. 


He has 2 working kidneys with no obstructive uropathy. According to the “Stone 
Size Rule”, stone > 2 cm > Percutaneous Nephrolithotomy. 


We hope the concept is clear. 


Example (3), 
A 33 YO man with Hx of urinary stones has suddenly developed severe left loin 


pain that radiates to the groin, nausea and vomiting. US reveals a 3-mm stone in 
the renal pelvis. 


The most appropriate management > [Advise him to increase fluid intake. 
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Example (4), 


A 35 YO man suddenly developed severe left loin pain that radiates to the groin, 


nausea and vomiting. Renal stone is suspected. 


The best modality > 


Non-contrast “Spiral” CT scan of KUB “Kidney, ureters, bladder” 
= |(Non-enhancing CT 


After Non-enhancing CT, a 3-cm stone was found at the minor calyx. 


The most appropriate Rx 


> Percutaneous nephrolithotomy. (> 2 cm) 


Unilateral Loin/ Flank Pain 
e +ve HCG in urine > suspect 


¢ The pain started centrally then went to the right iliac region, + Nausea and 
vomiting, + Tenderness and rebound tenderness > |Appendicitis. 


e -ve HCG, the pain radiates from loin to groin + 7* WBCs and CRP + vomiting 


> Ureteric Colic (a stone at the lower part of a ureter). 


Ureteric pain is usually severe enough to make a patient writhing and twisting 
due to severe pain. 
Q Copyright Warning! Tolulope v 


Urinary Urgency + Frequency (urinating a lot) for long-time 
+ 
Suprapubic pain that is worse on bladder filling and relieved after voiding 
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—> We suspect UTI and send midstream urine for culture. 


What if the culture returns Negative? 


> Suspect (Bladder pain syndrome) “Dx of Exclusion” 


The next step would be > (Mainly to R/O Bladder Cancer) 


(in 10%, cystoscopy of interstitial cystitis cases shows > Hunner’s ulcers). 


First-line Rx > Bladder training. Avoid pelvic floor exercise (we need pelvic 
floor relaxation). Avoid triggers like coffee, NSAIDs for pain 


Second-line Rx > Amitriptyline, Gabapentin. 


saiScrotal Swelling Differentials [zeai\\ imme S Mepiraalan Rena 
Note, we gathered everything that is related to scrotal swelling in the 
following table. Please, study these notes very well and apply them while 
solving the urology question bank of your choice. IMPORTANT TABLE 


Inguinal ¢ Inguinoscrotal swelling; cannot ‘get above it' on examination 
hernia ¢ Cough impulse may be present 
e May be reducible 


Testicular ¢ Often discrete testicular nodule (may have associated hydrocele) 
tumours ¢ Symptoms of metastatic disease may be present 
e Ultra sound scrotum and serum AFP and B HCG required 


Acute e Often history of dysuria -painful micturition-, pain, and urethral 
epididymo- discharge 
orchitis ¢ Scrotal skin is often red and tender. 
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e Fever may present 

e Swelling may be tender and relieved by elevating the testis (+ve 
prehn’s signs) 

¢ Most cases due to Chlamydia (sexually active male). 

¢ The symptoms are gradual if compared to the sudden acute onset 
of testicular torsion. 

¢ Often, the affected testis is placed HIGHER than the other testis. 
¢Rx > lantibiotics 


Epididymal _¢ Single or multiple cysts that develop slowly 
cyst e May contain clear or opalescent fluid (spermatoceles) 
e Usually occur over 40 years of age 
e Painless, non-tender 
e Lies above and behind testis (upper pole, posterior part of testes). 
e It is usually possible to 'get above the lump' on examination 
¢ Do > Ultrasound “Diagnostic” 


Hydrocele ¢ Non painful, soft fluctuant swelling 
¢ Often possible to 'get above it' on examination 
e Usually contain clear fluid 
e Will often transilluminate 
e May be a presenting feature of testicular cancer in young men 


Testicular e Severe, sudden onset testicular pain 


torsion 


® RISK Tactors Include abnormal testicular lle 

¢ Typically affects adolescents and young males 

¢ On examination testis is tender and pain eased by elevation 
While in epididymo-orchitis, pain is relieved by elevating testis. 

¢ Hx of similar episodes. 


¢ Examination is intolerable (due to severe pain). 


¢ Urgent Exploratory surgery is indicated, the contra lateral testis 
should also be fixed 
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Varicocele 


¢ Varicosities of the pampiniform plexus 

¢ Typically occur on left (because left testicular vein drains into renal 
vein directly at right angle -high pressure-) 

¢ Often Dull-aching or Dragging pain that is worse after exercise or at 
the end of the day. 

e described as a “Bag of worms”, bluish, disappear on lying down. 
e May show impulse on cough. 

e May be a presenting feature of renal cell carcinoma (left kidney 
tumour > occlude the left testicular vein > varicocele). 

So, sometimes a stem may describe a varicocele along with renal 
pain and hematuria > choose renal cell carcinoma. 

e Affected testis may be smaller and bilateral varicoceles may affect 
fertility 

¢ Ix > Scrotal doppler | US is diagnostic. “not urgent” 

¢ Reassurance. Unless infertility or severe pain — surgery. 


Management 


Testicular malignancy js always treated with orchidectomy via an 


inguinal approach. 


esticular Torsion \is commonest in young teenagers. The treatment is 


urgent surgical exploration and testicular fixation. This can be achieved 
using sutures or by placement of the testis in a Dartos pouch. 


aricoceles| are usually managed conservatively. If painless > Reassure. 


lf there are concerns about infertility or persistent severe pain > surgery. 


Epididymal cysts |can be excised using a scrotal approach 
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. are managed differently in children where the underlying 


pathology is a patent processus vaginalis and therefore an inguinal 
approach is used in children so that the processus can be ligated. 


In adults, a scrotal approach is preferred and the hydrocele sac excised or 
plicated. 


« Epididymo-orchitis > Administer Antibiotics. 


Q Copyright Warning! Tolulope v 


v Remember 


The major complication of untreated chlamydia “and N. Gonorrhea” in males is: 
> (Epididymo-Orchitis) or (Epididymitis). 


> Unilateral Testicular Pain. 


The major complication of untreated chlamydia “and N. Gonorrhea” in Females 
is: > (Salpingitis). 


viIAlso, Remember: 


One of the features that may be associated Mumps is Orchitis (Not always seen) 


¢ Orchitis (4 or 5 days post-parotitis) (NOT ALWAYS) > local severe testicular 
pain and tenderness, Swollen edematous scrotum, impalpable testes. 


Vesicovaginal Fistula 


Tract between Vagina and Urinary Bladder. 


> Urine discharge from bladder to vagina 
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“leakage of small amount of clear fluid usually with no distinct odour” 


Commonly result after Gynaecological and Urinary surgeries (Particularly, 
Hysterectomy). 


© Diagnosis > B Swab Test ©) copyright Warning! Tolulope v 


3 swab test (Vaginal Gauze test) 


* Three separate sponge swabs are placed into 
the vagina one above the another 


* The bladder is then filled with a coloured 
agent such as methylene blue through a 
rubber catheter, and patient asked to do some 
exertional manuevers and then the swabs are 
removed after 10 mins. 
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Result of 3 swab test 


1. Discolouration of topmost 
or middle swab > 
vesicovaginal fistula 

2. Uppermost swab wetting 
but not discolouration 
> Ureterovaginal fistula 

3. Discolouration of lower most — 
swab but upper two swabs 
remain dry 

> Urethrovaginal fistula 


Incontinence > Involuntary leakage of urine. 


© stress incontinence 


¢@ Leakage of urine during activity (sneezing, coughing, laughing). 

@ The cause > The bladder outlet is weak (weak tone) and cannot counteract 
the raised intra-abdominal pressure during activity. 

Also, with multiple vaginal deliveries > Pelvic floor muscles become weak. 


* Treatment: 
V The initial Rx of choice > [Pelvic floor exercise} (at least 8 pelvic contractions, 3 


times a day, for at least 3 months). 


v If failed > Surgical retropubic mid-urethral tape = ((Free-tension vaginal tape) 


V If surgery is not possible > Duloxetine. 


@ Urge incontinence (Detrusor Overactivity) \ 


¢@ Leakage of urine when there is a sensation of need to void. 

When | feel the desire to pee, | have to go and pee! 

Or: 

When | feel a desire to pee, sometimes | slightly wet myself “Leakage” before 
making it to the bathroom! 


@ The cause > tal Ete fea altcya lm (Bl-dgl ela etme) -te-laai and thus leads to 


loss of urine. 


+ Treatment; 
Vv Bladder drill (Retraining) > gradually increase the periods between voiding. 
(for 6 weeks) 


v If drugs are needed > (e.g. immediate release Oxybutynin) 


Copyrights @ PlablKeys.com 


Qa Copyright Warning! Tolulope v 


@ Benign prostatic hyperplasia (BPH) is a common condition seen in old men. 


BPH typically presents with lower urinary tract symptoms (LUTS), which may 


be categorised into: 


& Voiding symptoms (obstructive): weak or intermittent urinary flow, 
straining, hesitancy, terminal dribbling and incomplete emptying 


& Storage symptoms (irritative): urgency, frequency, incontinence and 
nocturia 


* Post-micturition: dribbling 
& Complications: urinary tract infection, retention, obstructive uropathy 


DRE “Digital Rectal Examination" — Firm, Enlarged, Smooth, Not nodular. 


Management options 


v Watchful waiting. 
v Medication! 


¢ Alpha-1 Blockers (e.g. tamsulosin, doxazocin, alfuzosin), 
¢ 5 alpha-reductase inhibitors (e.g. finasteride). 


Side-effects of alpha blockers: postural hypotension, drowsiness, dyspnoea, cough 


Vv Surgery> transurethral resection of prostate (TURP) 
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Prostatic urethra 


Membranous urethra 


Bulbous urethra 


Corpus cavernosus 


Penile urethra 


Transurethral resection of prostate (TURP) Svndrome: 


@ During this operation, excessive irrigation is used to allow good visualisation. 


@ This fluid can leak inside causing dilutional > Confusion and 
Agitation. 


Prostate Cancer 


Prostate cancer is now the most common cancer in adult males in the UK and is 
the second most common cause of death due to cancer in men after lung cancer. 


Risk factors 


increasing age [J obesity [J Afro-Caribbean ethnicity (usual hint v) 
family history: around 5-10% of cases have a strong family history 


Features 
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Early Localised prostate cancer is often asymptomatic. 


This is partly because cancers tend to develop in the periphery of the prostate 
and hence don't cause obstructive symptoms early on. 


Possible features include: 

Vv Bladder outlet obstruction: hesitancy, urinary retention 
Vv Haematuria, haematospermia 

V Pain: back pain, suprapubic pain, perineal or testicular. 
Vv Weight loss. 


Vv Digital rectal examination: asymmetrical, irregular, hard, nodular 
enlargement with loss of median sulcus 


The most appropriate [Next], initial Investigation > 


Multiparametric MRI is now the first-line investigation for people with 


suspected clinically localised prostate cancer. 


The most appropriate follow up investigation in prostate cancer 


> PSA “Prostate Specific Antigen”). 


Based on PSA “Prostate Specific Antigen”, when to suspect Prostate Cancer? 


Age PSA level (ng/ml) 


40-49 years If PSA > 2.0 
50-69 year Copyright Warning! Tolulope if PSA 2 3.0 
> 70 years If PSA = 5.0 
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Bone metastases in Cancers 
Most common tumour causing bone metastases (in descending order): 


Prostate > breast > fund 


Most common site (in descending order): 


Spine|-> petvg-> fing -> kal > fong bones 


Other than bone pain, features of bone metastasis may include: 


pathological fractures | hypercalcaemia “imp v"| [raised ALP [| Thirst 


@ Remember that Pathological fractures following “Falls” in patient with 
prostate cancer are commonly due to 2ry Metastasis to Bone. 


Important Notes: 


Local spreading of prostate cancer can invade ureter > occluded ureter > Loin 
pain and Anuria > Obstructive Uropathy (impaired RFTs). 


> |Do US of Kidneys, Ureters and Bladder. 


Prostate cancer can metastasise to spine causing > |Cauda Equina Syndrome > 
Perianal/ groin numbness (Saddle Paraesthesia) ] Inability to initiate voiding 
“urination” ] Back pain. 


> |Urgent MRI of Spine 


Copyrights @ PlablKeys.com 


A 75 YO & complains of poor, weak, intermittent urine flow. He also has 
fatigue and increased thirsty. On DRE “digital rectal examination”, his 
prostate is firm, smooth, without nodules, and enlarged about 2 finger 
breadths. His Labs are as follows: 


Hb: 12.8 [[ PSA: 4.4 ng/ml J serum calcium: 2.1 (normal). 


The likely Dx is (Benign Prostatic Hyperplasia BPH or Prostate Cancer)? 


o DRE — smooth, no nodularity — goes more with “BPH”. 
o PSA in age > 70 YO that is suspicious of prostate cancer is > 5 
(here it is 4.4) — Goes more with BPH. 


o Although there is ¢ thirst, his Calcium level is Normal. 


Therefore, the likely diagnosis is — |Benign Prostatic Hyperplasia [BPH]. 


Example (2) 


A 70 YO presents with: intermittent, painless hematuria, hesitancy, frequency, 
difficulty in emptying bladder, lower back and pelvic pain. His PSA is 9. 


The likely Dx > Prostate Cancer. 


v Obstructive symptoms due to enlarged prostate. 
Vv High PSA for age (>5 for people >70 YO is suspicious) 
Vv Low back pain (may be 2ry to bone metastasis) “spine is the commonest site 


” 
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A 53 YO man presents complaining of hesitancy, frequency, drippling over the 
past year with a recent hematuria. He is a known hypertensive and 
hyperlipidaemic on medications. His BP is 160/90. His kidney functions test are 


slightly disturbed and his (PSA is 4.5). What should be done? 


[Refer to urology for consideration of Prostate Cancer. 


v Obstructive symptoms due to enlarged prostate. 
V High PSA for age (>3 for people 50-69 YO is suspicious) 
Vv + Hematuria 


50-69 years If PSA > 3.0 


Example (4) 


A 72 YO African American male presents with Thirst, Fatigue, Frequency, 
Terminal Drippling, Weight loss, Hypercalcemia. 


The likely Dx > Prostate Cancer. 


Key | Important Comparison EQ Copyright Warning! Tolulope v 


Elderly + Frequency, Elderly + Frequency, Middle aged to elderly ¢ 
urgency, hesitancy, urgency, hesitancy, or 2+ 
incomplete bladder incomplete bladder 


emptying, drippling emptying, drippling ; . 
Gross Painless Hematuria 


Normal PSA for age. Abnormal PSA for age. ‘ 


RFs: 
Vv Smoking 
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DRE > Firm, smooth, DRE > Hard, nodular, v 7 age 


enlarged prostate (no irregular prostate. V Exposure to paints, dyes. 
nodules or irregularity) 


Other Possible Features: 
Hematuria 


Low back pain 


Weight loss 


Renal Colic (Stone 


Sudden severe pain in the loin and radiates to the groin. 
+ Rigours, Fever, Hematuria. 


+ Nausea and Vomiting. 


A relatively Young Adult. 


Dx > \Non-contrast CT scan of KUB “Kidney, ureters, bladder” V 


Patients with [Sarcoidosis] are vulnerable to Kidney Stones due to 


> Hypercalcemia 


Remember, features of sarcoidosis 


Erythema nodosum, (Tender, red nodules over shins). 


Bilateral hilar lymphadenopathy, (the most common finding on Chest X ray) 
Polyarthralgia 


Hypercalcaemia V 


Fever. 


Copyrights @ PlablKeys.com 


ri Testicular cancer 


Testicular cancer is the most common malignancy in men aged 20-35 years. 
Around 95% of cases of testicular cancer are germ-cell tumours. 

® Germ cell tumours may essentially be divided into: 

¢ Seminomas 

¢ Non-seminomas: including embryonal, yolk sac, teratoma and choriocarcinoma. 


© Features 
* A painless, non-tender lump within the testis itself that is slowly 
growing in size in a young man. “important” 


Diagnosis > ultrasound is first-line J Request LDH 


Important Note: 

Hx of Undescended Testis (Cryptorchidism) increases the risk of testicular 
cancer by 10 times (Particularly: Seminoma “a germ cell tumor”) for which, 
we order Lactate Dehydrogenase (LDH). 


A 33 YO man presents with left testicular enlargement that has been growing 
slowly over the past 6 months. O.E, A4 mm firm, non-tender lump is felt within 
the body of the left testicle. 


The likely Dx > [Testicular Cancer, 


A 26 YO man collapsed while playing basketball and was brought to the ED. His 
history includes shortness of breath for 2 weeks and a surgery (Orchipexy) for 
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maldescended testes at the age of 4 years. Chest X-ray shows multiple round 
pulmonary masses. 


The likely Dx > Testicular Cancer. “Particularly Seminoma -GCT- “ 
The tumour marker that is likely elevated > 


Hints: Young ages — Hx of maldescended testes — Lung metastasis 
Key | A Quick Reminder 


Common Tumour Markers 
Breast Cancer CA 15-3 
Ovarian Cancer CA 125 
Pancreatic Cancer CA 19-9 
Colorectal Cancer CEA “Carcinoembryonic Antigen” 
Prostatic Cancer PSA “Prostate Specific Antigen” 
Liver (HCC) AFP “Alpha-fetoprotein” 
Teratoma (e.g. of testicles, ovaries) AFP “Alpha-fetoprotein” 
Testicular Seminoma LDH (Lactate Dehydrogenase) 


Remember the differences between Epididymo-orchitis and Testicular Torsion: 


Epididymo-orchitis 
¢ Often history of dysuria -painful micturition-, pain, and urethral discharge 
¢ Scrotal skin is often red and tender. 


e Fever may present 
¢ Swelling may be tender and relieved by elevating the testis (+ve prehn’s signs) 
¢ Most cases due to Chlamydia (sexually active male). 
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e The symptoms are gradual if compared to the sudden acute onset of testicular 
torsion. 


¢ Rx > antibiotics 


Testicular torsion 


¢ Severe, sudden onset testicular pain 

¢ Risk factors include abnormal testicular lie 

¢ Typically affects adolescents and young males 

¢ On examination testis is tender and pain eased by elevation 
While in epididymo-orchitis, pain is relieved by elevating testis. 


¢ Hx of similar episodes. 


¢ Examination is intolerable (due to severe pain). 


¢ (Urgent Exploratory surgery, the contra lateral testis should also be fixed 


Very Important! 
Elderly + Hematuria + No other symptoms 


+ Consider Bladder Cancer “transitional cell cancer is the commonest type” 


+ Flexible 


Among other Risk Factors, the greatest risk factor for bladder cancer is 


> Smoking 
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Above 40 YO + Frank hematuria > Cystoscopy 


Below 40 YO + Hematuria (malignancy less likely) > CT-KUB “for stones” 


Important: 


Afsaw erieernecetarl dvaatmmam? aAfiiTfi sha marvetietanmer ef Li amebiasis tea 2102 amtrtie 
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especially in those > 45 YO even if no risk factors for bladder cancer. Thus, 
=> Refer the patient for a 2 week wait appointment with urology or nephrology. 
Cystoscopy might then be done by a urologist. 


2 weeks wait (urgent not routine). This is the usual in the UK. 


Autosomal Dominant Polycystic Kidney Disease (ADPKD) 


¢ If a patient presents with Hematuria (either microscopic or gross) [+] HTN [+] 
Loin/Flank Pain. 


> think of [Adult Polycystic Kidney Disease (ADPKD). “Important v” 


¢ Remember that ADPKD is associated with Intracranial Aneurysm! (Important v) 


Example 


A 44 YO © Known cases of Chronic Kidney Disease presents with Hypertension 
and loin pain. Her father died at the age of 54 due to cerebral aneurysm. What is 
the likely Investigation that would lead to diagnosis in this lady? 


> |Ultrasound of the Kidneys, Ureters and Bladder. 


Copyrights @ PlablKeys.com 


v You supposed to be able to know that this is a case of ADPKD as this disease is 
an Autosomal dominant which means that 50% of children will be affected (Hx 
of father) and it is often associated with intracranial aneurysm. 

Vv Furthermore, ADPKD can lead to progressive CKD. 

Vv The diagnosis is made by as it can detect the cysts. 


Important Table 


Hematuria + HTN Polycystic Kidney Disease (ADPKD) 


Hematuria + Hemoptysis | Goodpasture Syndrome Anti-GBM Abs 
Hematuria + Hemoptysis | Wegener’s (Granulomatosis with 
+ Nasal/Sinus problems | Polyangiitis) c-ANCA 


Hematuria + Bloody Hemolytic Uremic Syndrome (HUS) | www.Plabtkeys.com) 
diarrhea 


Painless, gross (frank) hematuria in an elderly man 


> Bladder cancer until proven otherwise > do cystoscopy, 


Reflux Nephropath 


¢ Urine goes back from bladder to ureters and kidneys (Vesico-Ureteric Reflux) > 
Dilated Pelvicalyceal system > Repeated UTIs > Progressive Renal Failure. 


¢ Occurs mainly in the young (children). 
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¢ An important cause —~ Congenital abnormality of the insertion of ureters into 
the urinary bladder (can be seen on US). 


+ [Dx 


Vv — Renal Ultrasound (+) Urinalysis, urine culture and sensitivity. 


vV(Gold standard) - Micturating Cystourethrogram. 
Vv For parenchymal damage’ (cortical scars) - Technetium Scan (DMSA). 


+ (Rx 
v ~ Low-dose antibiotics prophylaxis (trimethoprim) daily, 
v or [Parenchymal damage? — Surgery (Ureters Re-implantation). 


Important, 


If recurrent UTIs with Normal Ultrasounds and Normal X-rays 


> “flexible” “to look for anatomical defects that cannot be seen on US” 


Recurrent UTIs is defined as having 2 UTIs in 6 months or 3 UTIs in 
12 months. 


Workup: 
e Mid-stream urine for microscopy and culture (E. coli is the commonest cause) 
¢ KUB “Kidney, ureters, bladder” X-ray > to look for radio-opaque renal stones. 


e Ultrasound of Kidney and Bladder > to look for stones, to look for 
hydronephrosis, to measure postvoid residual urine volume (PVRV) 
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If these are normal, do > |Cystoscopy. “to identify missed stones or 
anatomical defect not seen on US, fistulas, neck stricture of bladder or urethra 
etc”, 


Remember, 


Pain in loin radiates to groin + vomiting, hematuria, rigours 


The likely Dx > |Ureteric “renal” Stone 


Ix > Non-contrast “Spiral” CT scan of KUB “Kidney, ureters, bladder”! V 


Remember, 
Spiral CT scan some indications > Ureteric Calculi J Pancreatitis I Aneurysm 


US > obstruction (e.g. obstructive uropathy - hydronephrosis) 
CT KUB > Stones 

X-ray > Not preferred. 

IVU => obsolete nowadays “not used” 

Prolonged “indwelling” urinary catheter 


+ 
UTI “Bacterial colonization of the urinary tract” 


+> Bluish (Purple) urine bag syndrome  ‘ : 
Do Urine Culture 
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Patient with indwelling urinary catheters should NOT receive antibiotic if there 
are no symptoms such as fever, urgency, frequency even if culture was positive 


for bacteria (e.g. E. coli). 


We only should > Replace the urinary catheter. 


#* Asymptomatic bacteria in urine should not be treated in: 
Vv Patients with indwelling catheter. 

Vv Non-pregnant female. 

v Adult male. 


Renal Colic 
+ 


Acute Severe episodes of Painful joints (e.g. Knee, Big toe) 


Think of a link?? 
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- 4 Uric Acid (Hyperuricemia)| > Renal stones + Gout @ 


Key | [Varicocele “Important Points” ] 
24 


¢ Typically affects the left testis. 


e Often Niull-achine ar Nraggine nain that ic worce after exrerrice or at the end of 
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the day. 
e described as a “Bag of worms”, bluish, disappear on lying down. 
¢ May show impulse on cough. 


¢ May be a presenting feature of renal cell carcinoma (left kidney tumour > 
occlude the left testicular vein > varicocele). 


*# So, sometimes a stem may describe a varicocele along with renal pain and 
hematuria > choose renal cell carcinoma. 


¢ Ix > Scrotal doppler 1 US is diagnostic. “not urgent”. 
¢ Varicoceles are usually managed conservatively. 
If painless > Reassure 


If there are concerns about testicular function of infertility or persistent severe 
pain — surgery. 


PSA “Prostate Specific Antigen) 


Not specific for Prostate cancer as it may raise in other conditions such as BPH, 
Prostatitis, UT| and after ejaculation, exercise and DRE. 


Advice to javoid ejaculation and exercise 48 hours before serum PSA test. 
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Key | Frequency, Urgency, Dysuria, Hematuria, Suprapubic pain, Fever, Nitrates and 
26 | Leucocytes on Dipstick 


> (Urinary bladder inflammation mainly due to infection manly E. Coli) 


Bee ct 
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Vascular 


Key (6P features of Acute Limb Ischemia) > 


Pain (Sudden), Pallor, Pulselessness, 


Paralysis, Paraesthesia (Numbness), Perishing cold. 


Acute limb ischemia is a surgical emergency that requires urgent 
revascularisation (Angioplasty or Open surgery) in 4-8 hours to save a limb. 


In the presence of acute limb ischemia + Irregular pulse (likely due to 
Arterial Fibrillation), the likely cause of this limb ischemia is > |Embolus. 


Painless, Pulsatile mass (swelling) > Aneurysm 


e.g. painless pulsatile mass near the groin > Femoral artery aneurysm. 


Key | Renal cell carcinoma can cause 


* | > Waricocele 


“Bluish, bag of worms sensation, dragging pain or painless scrotal swelling” 


> Reassure or do surgery if severe persistent pain or infertility 


Renal Cell Carcinoma can also cause 


> |Inferior Vena Cava Syndrome 


“Occlusion of IVC > pitting, non-tender edema of the lower limbs + dilated 
veins on the lower abdomen”. 
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Key ||Buerger's disease [Thromboangiitis Obliterans] 


© Asmall and medium vessel vasculitis. 
Strongly associated with smoking — especially in Young men 25-45 YO. 


Features 

Vv Extremity ischaemia: intermittent claudication, rest pain, ischaemic ulcers. 
Vv Superficial thrombophlebitis 
v Raynaud s phenomenon Q Copyright Warning! Tolulope v 


© STOP SMOKING 


Example 

A 29 YO male was admitted for severe right calf pain. This pain has been 
increasing over the las 3 months. He is smoker but with no Hx of HTN or DM. 
O/E > loss of dorsalis pedis and posterior tibial pulsation + Non-healing ulcer 
over the right first metatarsophalangeal joint. 


The likely Dx > |Thromboangiitis Obliterans (Buerger’s Disease). 


Do not get confused: 


o > Vascular > |Thromboangiitis Obliteran 


“Typically, a young man with a strong Hx of smoking presenting with chronic 
limb ischemia e.g. no pulse, ischemic non healing ulcer, claudication and rest 
leg pain”. 


a Berger’s > [gA Nephropathy 


“Typically, a young adult with haematuria 1-2 days after an URTI”. 
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Key | A 66 YO smoker and hypertensive patient presents with a sudden onset 
5 | weakness of the right arm with dysphasia that resolved within 24 hours. 


¢ The likely Dx > Transient Ischemic Attack (TIA)). (Resolved within 24 hours) 
The best next modality > Carotid Doppler Scanning 


Carotid duplex should be done within 2 weeks of admission to check for carotid 
artery stenosis to assess for the need of carotid endarterectomy. 


When to perform Carotid endarterectomy? 


V If internal carotid artery stenosis is = 50% in 4 (Men) 
v If internal carotid artery stenosis is > 70% in 2 (Women) 


An elderly with recurrent episodes of TIAs and Loss of Conscious. 


The likely reason > (Carotid artery stenosis. 


Vv Usually, 
@ AF is an underlying cause of Strokes. 
¢ Carotid stenosis is an underlying cause of TIAs with LOC. 


horacic outlet syndrome (TOS) 


¢ It is a condition in which there is compression of the nerves, arteries, or veins 
in the passageway from the lower neck to the armpit. 

e There are three main types: neurogenic, venous, and arterial. 

e The neurogenic type is the most common and presents with pain, weakness, 
and occasionally loss of muscle at the base of the thumb. 

e The venous type results in swelling, pain, and possibly a bluish coloration of 
the arm. The arterial type results in pain, coldness, and paleness of the arm. 

¢ Sometimes, a pulsatile subclavian aneurysm might be seen. 
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A 42 YO man has pain below the right clavicle with a pulsatile mass just below 


the right clavicle. He has a shooting pain and reduced sensation down the right 
arm. His right hand is a bit cold and shows discoloration. 


The likely Dx > [Thoracic outlet syndrome. 


Aortic dissection 


e Aortic dissection is a rare but serious cause of chest pain. 


¢ (Pathophysiology 


tear in the tunica intima of the wall of the aorta 


° 
hypertension: the most important risk factor 
trauma 


bicuspid aortic valve 
collagens: Marfan's syndrome, Ehlers-Danlos syndrome 


Turner's and Noonan's syndrome 
pregnancy 
syphilis 


V chest pain: typically, Sudden severe, radiates through to the back/ 
shoulders and 'tearing' in nature 

Vv X-Ray > Widening of the mediastinum. 

V aortic regurgitation ©) copyright Warning! Tolulope v 
Vv Hx of hypertension 

other features may result from the involvement of specific arteries. For 
example, coronary arteries — angina, spinal arteries — paraplegia, distal aorta 
— limb ischaemia 
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the majority of patients have no or non-specific ECG changes. In a minority of 
patients, ST segment elevation may be seen in the inferior leads 


* Classification 


Vv Stanford classification 
type A - ascending aorta, 2/3 of cases 
type B - descending aorta, distal to left subclavian origin, 1/3 of cases 


V DeBakey classification 

type | - originates in ascending aorta, propagates to at least the aortic arch and 
possibly beyond it distally 

type Il - originates in and is confined to the ascending aorta 


type Ill - originates in descending aorta, rarely extends proximally but will 
avtoand dictallyv 
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Acute Severe central chest pain increasing in intensity 
+ 
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Sweating, SOB. 

+ 

Tachycardia and hypotension 
+ 


Chest X-ray > Wide mediastinum 


> 
Example 


Acute Severe crushing chest pain radiates to shoulders and back. 
+ 

Sweating, SOB. 

+ 

Tachycardia and hypotension 

+ 

Long, slender limbs and fingers 


> Thoracis Aortic Dissection 


(Long, slender limbs and fingers > Marfan’s — a common association) 


Sudden severe substernal pain. 
+ 

Hx of HTN and DM 

+ 


Tachycardia and hypotension 
of 
Not responding to nitrates 
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> Thoracis Aortic Dissection 


Acute Severe chest pain radiates to both shoulders. Hx of HTN 


Cold peripheries and paraplegia 


> Thoracis Aortic Dissection 


Axillary Lymph nodes clearance (removal) during radical mastectomy can lead to > 


Upper Limb |Lymphoedema| (Redness and Swelling) + Frozen shoulder. 


Rx > Physiotherapy and arm exercise. 


Claudication pain in Peripheral Arterial Disease 


The level of ischemiag 
¢ \Aorto-iliac artery occlusion: 


Pain in buttocks, thighs + Erectile Dysfunction (Leriche Syndrome) 


¢ (Common iliac artery occlusion: 


> pain extends to just above inguinal ligament. 


Femoro-politeal 
> Pain is below knee. 
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<SZiperipheral arterial disease (PAD) 


intermittent claudication (leg pain even on rest may occur later in severe 
cases) 

critical limb ischaemia: 6 Ps 

Non-heling ulcers, gangrene. 

acute limb-threatening ischaemia 


Intermittent claudication 


Features Q Copyright Warning! Tolulope v 


intermittent claudication: aching or burning in the leg muscles following 
walking. 

patients can typically walk for a predictable distance before the symptoms 
start 

usually relieved within minutes of stopping 

not present at rest (unless if late and severe PAD) 


Assessment 


check the femoral, popliteal, posterior tibialis and dorsalis pedis pulses 
check ankle brachial pressure index (ABPI) 

duplex ultrasound is the first line investigation 

magnetic resonance angiography (MRA) should be performed prior to any 
intervention 


Interpretation of ABPI “for general knowledge” 
Result Usual clinical correlation 

i Normal 

0.6-0.9 Claudication (see above) 

0.3-0.6 Pain even at rest 

<0.3 Impending 
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Peripheral arterial disease (PAD) is strongly linked to smoking. Patients who still 


smoke should be given help to quit smoking. 


Comorhbidities should be treated, including 


nypertension 
diabetes mellitus 
obesity 


Steps to be taken: 

V Quit Smoking. 

V Treat and control HTN, DM, Obesity, High cholesterol. 
v Exercise. 


Severe PAD or critical limb ischaemia may be treated by: 
Angioplasty Jj stenting [J bypass surgery 


Q Copyright Warning! Tolulope v 
Important! 


Any patient who has established cardiovascular disease (including peripheral 
arterial disease), all patients should be taking a regardless of their 
cholesterol level. Atorvastatin 80 mg is currently recommended. 


tured Abdominal Aortic Aneurysm (AAA 


The classic picture: a triad of: Pain, Hypotension, pulsatile tender 
abdominal mass. 

- Sudden onset of severe abdominal +/- Lower back +/- Flank pain. 
- Shock (Hypotension, Sweating, Fainting) 

- Absent Lower Limb Pulse, mottled skin. 
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Key 
13 


As he is severely hypotensive (internally bleeding), the initial step is: 
> |IV normal saline to bring Systolic BP up to 90. 


It is a surgical emergency; therefore, immediate (Whiweeyeltlite| is the 
most appropriate initial investigation. 


If no U/S in the options, go for abdomen. 


IMPORTANT: 
v Deterioration of Renal function tests after initiation of ACE inhibitor in a 


hypertensive patient > [Bilateral Renal Artery Stenosis. 


So, ACEls are contraindicated in bilateral renal artery stenosis. 


Vv Bilateral Small Kidneys + Hypertension > Bilateral renal artery stenosi 


Coarctation of Aorta 
® Coarctation of the aorta describes a congenital narrowing of the descending 
aorta. 


@ More common in males (despite association with Turner's syndrome) 


Features 

Vv infancy: heart failure 

V adult: hypertension 

Vv Radio-femoral delay Vv 

Vv mid systolic murmur, maximal over back 

Vv Nosebleeds, headaches, LL pain on exertion 
V apical click from the aortic valve 


Important Associations 
Turner's syndrome §{ Berry aneurysms ff Neurofibromatosis 
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Key | (Important): The major Cause “aetiology” for: 


Aortic Aneurysm > “Atherosclerosis\’ 


& Aortic Dissection > HTN. 
Important Vascular Differentials 


¢ Acutely painful, pale, paralysed and pulseless in a smoker with AF 


> (Acute Limb Ischemiz 


¢ Calf pain, relieved by rest = Claudication”, with calf non-healing ulcer, 


+ cold, pulseless peripheries + Hx of DM, HTN. 


> Peripheral Arterial disease (PAD) 


¢ Around 40 YO (25-45 YO) male, Hx of smoking, Calves pain relieved by rest 
(Claudication), reduced distal pulses. 


> Thromboangiitis Obliterans (Buerger’s Disease). 
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Announcements on Recent Management Guidelines Updates 


In addition to editing the ordinary chapters, we will also be posting any new updates on 
management guidelines here to keep all candidates updated with the most up-to-date 
changes. Thus, besides us being working on it, we encourage you to inform us of any new 
updates that contradict with the information provided in the other chapters 


Contact us at > info@plablkeys.com 


Recent Guidelines for the management of Cervicitis (Published in September 2019) 


Chlamydia cervicitis 

@ Ist line — Doxycycline 100 mg BID for 7 Days. 
Another line: 

Azithromycin |-gram PO 

Followed by 500 mg PO OD for 2 days. 


Neisseria gonorrhoed cervicitis 
w Ceftriaxone 1 gm IM (single dose). Or: 
@ Ciprofloxacin 500 mg PO (Single dose). 


There have been some modifications on Tetanus Prophylaxis after an injury 
(Published late in 2019). 


Let's firstly remember the usual guidelines: 


Tetanus Prophylaxis (after injury) 


¢ Is the wound high risk; dirty/ contaminated/ compound fracture? 

\ If Yes > Give IM human Tetanus Immunoglobulins “Regardless of the immunisation status”. 
(This is not the case now, see below). 

V If No > no need for Tetanus Immunoglobulin. 


¢ What is the person's immunisation status? 

\ If Fully immunised/up-to-date (completed 5 doses of tetanus vaccine) > Do not give tetanus 
vaccine. 

V If Unknown or Incomplete — Give Complete course of tetanus vaccine (5 doses) Or Full course 
of DTP if never been immunised (Diphtheria, Tetanus, Pertussis) 


¢ Important, sometimes we also give antibiotics as prophylaxis for wound infection if the wound 
is high risk. 


The new update, in short, is that people who have completed the full course of the tetanus 
vaccine (including the booster doses) if injured with a deep or contaminated wound will no 
longer receive Tetanus Immunoglobulin. Instead, cleaning the Wound, reassurance & maybe an 
Antibiotic as prophylaxis. 


In the past, people with contaminated wounds would receive tetanus immunoglobulin whether 
they had completed the doses or not. Now, if they have been given the full course, they won't 
be given tetanus immunoglobulin (the Hx of immunisation makes a difference now). 


¢ Example: |f deep penetrating wound in an adult with full course of tetanus vaccine? 

— According to the Sept 2019 update, nothing is needed as he has completed the full 
course of tetanus vaccine. Clean the wound + Reassure + Give prophylactic Antibiotic if the 
wound is contaminated. 
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Baek 2 secticn ist 


Please, read: 
v This chapter has the vast majority of March 2019 PLAB 1 Test. 
v We expect that you have already studied the other chapters. 


Vv Please note that this chapter Is very important as it may have a 
few questions that have not been mentioned before in the ordinary 
chapters. Thus, we encourage you to study this chapter. 


Key |Aman presents with Fever, confusion, petechiae. This is a picture of his soles 


What is the most appropriate investigation? 
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These lesions are likely (minor criteria of infective endocarditis). 


¢ Likely > Infective endocarditis > Do Blood culture Echocardiogram. 


Key A man is going for CT with contrast. What should be done to help prevent renal 
2 | toxicity from the contrast? 


> give fluids (0.9% NaCl — Normal Saline) 


Key Hypocalcemia management 
3 | > give Calcium gluconate first line, 


Key |A child presents with difficulty breathing. You suspect Foreign body 
4 | swallowing. The investigation needed is: 


> lLaryngoscopy 


Key The initial step for a patient with the following ECG: 


POY 


initial line > give calcium Chloride (or Calcium Gluconate} 
(to prevent cardiac arrhythmia). 


_ This is likely a case of Hyperkalemia (Tall Tented T waves are seen on the ECG). _ 
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Key A patient is taking several drugs including Ace inhibitors + diuretics and other 
6 | drugs. Then, He developed Hyperkalemia. 


> Withhold (stop) ACE inhibitors. 


Remember that ACE inhibitors can cause hyperkalemia. One of the initial steps of 
the management is to stop the cause. 


Key A patient with Hx of MI presents with Orthopnea (Cannot lie down flat), 
7 | Bibasilar crepitations, Pan-systolic murmur. 


> do [Echocardiogram 


@ Occurs 2-15 days after the MI (Mostly inferior Ml) 


@ Due to > Ischemia or rupture of the papillary muscles. 

@ An early-to-mid systolic or Pansystolic murmur is typically heard. 

@ Dx — [Echocardiogram 

@ Treatment — vasodilator therapy but often require emergency surgical repair. 


® May present with Hypotension, Tachycardia and Pulmonary edema. 
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Key ] Baby born at 28 weeks, kept in ICU for a month then 
8 presents with bilateral conductive hearing loss. The likely 


cause — |Serous otitis media 


Points on hearing loss in paediatrics 


V Serous Otitis Media (=Glu ear) (=OM with effusion) 


> \Conductive Hearing Loss. 


V Aminoglycosides (e.g. Gentamicin) ototoxicity 


> Sensorineural Hearing Loss (SNHL’ 


Vv Congenital infections (e.g. Congenital Cytomegalovirus CMV) 


> Sensorineural Hearing Loss (SNHL’ 


Key This patient presents with Multiple yellow swellings on eyelid (See Picture). 


The likely Ox > 


Key ‘A Woman had undergone hip replacement surgery. While in hospital, she 
10 | developed Shortness of breath, tachycardia and chest pain. 


a Copyright Warning! Tolulope VW 
The likely Dx > Pulmonary Embolism 
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The investigation of choice > {eT pulmonary angiogram. 
Key Red eye, no pain, no sticky discharge 
7 > (likely viral conjunctivitis). 
Key 35-year-old, Night blindness, peripheral vision loss (Tunnel vision) + family Hx. 


> Retinitis pigmentosa (it is hereditary). 


Key | Headache, vomiting, painful eye 


13 
> lAcute close angle glaucoma 
Key Acute Iritis Acute Angle Closure 
14 Glaucoma (AACG) 
Photophobia Marked Mild 
Anterior Cells and Flare “Hypopyon” Shallow anterior chamber 
chamber 
Pupil Irregular “distorted”, Fixed, semi-dilated 
constricted, sluggish to 
react 
Intraocular Variable High 
pressure 
Cornea Keratitic precipitates Oedema “Hazy, Dull, 
Cloudy” 
Associations Ankylosing Spondylitis Systemic association e.g. 
Reactive Arthritis Nausea and Vomiting 
IBD (UC, CD). 


| Rx + Cyclopentolate, ¢ Acetazolamide 
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¢ Atropine, ¢ Pilocarpine Vv 
# Prednisolone ¢ beta-blockers, steroids, 
analgesics, antiemetics 


¢ Peripheral iridotomy (IP) 


Key | Liver cancer + Hiccups. 


15 
Give > |Metoclopramide 


Key ‘A woman believes that her neighbours use her bathroom and dry it and leave 
16 | when she is outside the house. Her husband shares the same belief as well 


> = shared psychosis (A form of: 


Key Central chest pain radiating to the back 


17 
> fori issecton 


Key | Young non sexually active female with dysmenorrhoea, menorrhagia and 
18 | irregular cycle 


> coce 
REMEMBER® 


Vv Menorrhagia = Heavy menstruation Iv Dysmenorrhea = Painful menstruation I 
Vv Metrorrhagia = Irregular menses 
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@ In young °, Not sexually active (doesn’t requires contraception) 
¢@ Menorrhagia only (Heavy menstruation) > 
4 Menorrhagia + Dysmenorrhea - ‘Mefenamic acid. 


# Metrorrhagia (irregular menses) + Menorrhagia/ Dysmenorrhea > cocP,, 


Once dysmenorrhea > Mefenamic acid 
Once irregular menses > COCP 
Menorrhagia only > Tranexamic acid 


@ In sexually active © (requires contraception) + menorrhagia/ Dysmenorrhea/ o 
fibroids not distorting the uterine cavi' 


¢ The first line > Mirena {(IUS) = Levonorgestrel Intrauterine System] 


Q) What if Mirena is Contraindicated (e.g. the 2 < 20 YO or no long 
contraception is wished)? 


If No contraindications to COCP (e.g. smoking, obesity, Hx of thromboembolism) 
> cocp| (or POP or implants). 


¢ If uterine cavity distortion > implants (e.g. \Nexplanon) 
* If 2 with SCD “Sickle cell disease” and Menorrhagia > Depo-Provera IM. 


Key Painless hematuria in an elderly man with no other symptoms 


19 
Initial investigation = Qa Copyright Warning! Tolulope W 
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Young g, with post coital bleeding, cervical smear is normal, no other 
symptoms 


> (likely ectropion) 
Ectropion that does not produce symptoms should be left alone. 


(Please, note that if there is post coital bleeding + Hx of new partner/ vaginal 
discharge/ abdominal pain, we suspect cervicitis and order endocervical swab) 


(In any woman in postmenopausal age presents with vaginal bleeding (even if 
post-coital), we suspect endometrial carcinoma. If the question asks about the 
initial (next) test > Followed by Hysteroscopy and biopsy 
(Definitive) (if thick wall on US is seen). 


@ For any female > 51 YO presents with Postmenopausal vaginal bleeding 


Vv Suspect > Endometrial Carcinoma 


(Order transvaginal US to check thickness. If thick > Hysteroscopy + Biopsy). 
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Painless ulcer on genitalia, the organism 


> itreponema pallidum) (syphilis) 


®@ Multiple, Painful Ulcers + Dysuria > HSV “Genital Herpes”. 

> give Acyclovir 

@ Single, Not-painful ulcer > Syphilis. “Syphilis painless” 

@ Single, Painful ulcer > Hemophilus Ducreyi (Chancroid). (“I Do cry” from Pain 
and being Single) 
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Multiple painful ulcers 


> HSV (Genital Herpes), 


ALL (Acute Lymph. Leukemia) diagnostic test 
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~> Bone marrow biopsy 


Key 
24 


Key 
25 


An elderly 2 presents with chest infection and thus was started on 


Key 
26 


| Young, fever, cough with sputum 


> suspect bacterial pneumonia 


Vv Cough, sputum, fever in (very old or very young) > think of pneumonia, 


A Pregnant woman presents with UTI. 


rx > fafalenin 


clarithromycin. Her Hx includes, taking Carbamazepine for trigeminal neuralgia, 
taking Warfarin for mechanical valve replacement, taking Bisoprolol, 
Amlodipine and Atorvastatin. Her INR was found to be 1.4 (The target for 
mechanical valve replacement is 3-4). What is the causative drug for this low 
INR? 


The answer > [ESTEE 


@ Carbamazepine is P450 enzyme inducer; thus, it will decrease the 
anticoagulant effect of Warfarin and therefore leads to low INR. 


Key | 


a7 


A female presents with unilateral sharp, shooting pain in one side of the face 
which is sudden, episodic and lasts for a few seconds to minutes with Hx 
recurrence. The pain is worsened on chewing, movement or touch. 


rigeminal neuralgia Rx > 


Key 
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‘An elderly patient with Hx of Atrial Fibrillation on Warfarin was found to have 


INR of 7 He is on Warfarin. He has epistaxis (Minor bleeding). What should be 
done at the anticoagulant clinic? 
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> Stop Warfarin, Repeat INR the Next day. 


(INR 5-8 with or without minor bleeding) > STOP WARFARIN and Restart when 
INR is <5. 


(Note that if INR was > 8 + minor bleeding, we would give vitamin K1) 


@ If MAJOR Bleeding: 

Vv Stop Warfarin. 

v Administer IV Vitamin K1 (Phytomenadione). 

V Administer Prothrombin Complex Concentrate (If not available > FFP). 
Note, Go for Prothrombin Complex Concentrate first, not Fresh Frozen Plasma. 


@ If INR is > 8 + Minor Bleeding: 
Vv Stop Warfarin. 
v Administer IV or oral Vitamin K1 (Phytomenadione). 


@ If INR 5-8 + Minor Bleeding: 
V Stop Warfarin and Check INR the following day. 
Vv Restart when INR <5. 


@ If INR < 5 (But higher than the target level): 
Vv Reduce “Or” Omit one or two doses of Warfarin. 
v Measure INR in 2-3 days. 


Notes: 
¢ Major Bleeding > Intracranial Bleeding, GIT Bleeding. 
¢# Minor Bleeding > Epistaxis, Hematuria. 


Key Thyrotoxicosis + he was already taking propranolol > KCarbimazolel 
29 


@ The first line treatment of thyrotoxicosis in general is > Carbimazole 

Except in 2 cases where PTU (Propylthiouracil) is preferred: 

1) Awoman planning to get pregnant or she is in her first trimester pregnancy. 
2) Thyroid crisis (Storm). 


Otherwise, pick Carbimazole as it is used only once daily while PTU is used Twice 
or three times a day with a higher risk of liver injury. 


© N.B. Never use Radioactive iodine if there is Grave’s Ophthalmopathy or during 
pregnancy. 


A woman in first trimester was found to have low TSH (hyperthyroidism) 


> Propylthiouracil 


A postpartum breastfeeding woman presents with palpitations, tachycardia 
and tremors. Her TSH is low. 


> Postpartum thyroiditis in the hyperthyroidism phase. 


> Give to manage the symptoms of palpitations and tremors. 


Key po carcinoma metastasizes to > Mandible 
30 
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Broad complex tachycardia + low BP (unstable) > Cardioversion 
31 


Key 


E 


Anal warts. The likely organism > HPV 


© Genital warts (benign, painless Cauliflower like-growths) 


> HPV (Human papilloma virus) 


Painless Papules on genitalia > HPV 
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Key ] After sustained a trauma, a man presents with hematuria. 


$5 | - fer Abdomenl 


+ A fall from a height onto the loin or flank can cause tearing of blood vessels at 
the renal pedicle or rupture the ureter at the pelviureteric junction > 
Haematuria. 

+ + bruises on the flank + Hypotension. 


@ Initially, stabilise the patient with IV fluid before sending him for CT abdomen. 


® Dx > Urgent CT Abdomen (this has replaced the Intravenous urogram (IVU). 


Key \ 30 patients needed to use drug (X) to prevent lung cancer compared to a 
34 placebo drug. This study is continued for 15 years. What is the NNT (the 
number needed to treat) for the drug (X) over a 15-year period? 


Answer —> 
NNT = one patient benefit 


Key a COPD patient presents with (FEV1 < 30% predicted) + V oxygen saturations less 
35 | than or equal to 92% on room air. 
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Assess for long-term O2 therap 


> 


Key 31 YO presents with headache, confusion and photophobia that are gradually 

36 | getting worse over the past week. Temperature is 38.2. There is No Neck 
stiffness. Negative Kernig’s sign. LP is done and no organism was found on CSF 
culture. CT head is unremarkable. 


The likely Ox > Viral Encephalitis. (A Diagnosis of Exclusion). 


¢ Neck stiffness, Kernig’s and Brudzinski Signs are commonly seen in bacterial 
meningitis. (they are not present here, so not bacterial meningitis). 


¢|f cerebral abscess, the stem would have mentioned a nearby source of 
infection, Furthermore, the CT here is unremarkable while in Cerebral Abscess it 
would show ring-enhancing lesion. 


@ If TB meningitis: Mycobacterium Tuberculosis would have appeared on 
culture (a bit easily detected). Also, Acid fast bacilli sometimes show on CSF 
smear, 


Key A woman admitted to a hospital for Pulmonary Embolism management for 3 
37 days. She now develops epigastric pain, diarrhea, nausea bit no vomiting. 
There is no blood in stool. 


The likely diagnosis > Gastroenteritis. 


e Gastroenteritis is very common in admitted patient (in the hospitals) 


particularly due to the abundance of the Norovirus in the hospitals. 

¢ It manifests as Acute onset diarrhea + Abdominal pain (central or epigastric) + 
Vomiting. 

e The patient should be isolated until the diarrhea resolves. 
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Key When can a cook “Food handler” “Chef” return to work after an 
38 | attack of gastroenteritis? 


> 48 hours after all symptoms (e.g. Diarrhea, Vomiting) cleared 


In the UK, Gastroenteritis patients can return to work after 2 days (48 hours) of 
the last episode of symptoms (Diarrhea or Vomiting). 


Key 
39 


A lorry driver has seizure. What should be done? 


> Inform DVLA 


A mother with Alzheimer’s continues to drive. Her son advised her not to do 
so. However, she insists to drive. 


> Repontto pve 


@ A man has a single TIA “Transient Ischemic Attack” and he is now fit for 
discharge. What should you advise him about car driving? 


When to inform DVLA? 

- If group A driver (Car) and has MULTIPLE TIAs within a short period. 

- If group B driver (Lorry or Bus) and has a SINGLE TIA. 

- You must tell DVLA if you've had any epileptic attacks, seizures, fits or 
blackouts. 


@ Aman with Obstructive Sleep Apnea (OSA), what shall he do regarding driving 
issue? 
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? Encourage him to inform DVL 2) Copyright Warning! Tolulope V 
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| While driving his car, a 33 YO man developed seizure, Loss of consciousness 


and with tongue biting. 


The likely Dx > [epileptic seizure 


Epilepsy Non-Epileptic Attack 
Disorder (NEAD) 
Genetic Factors Hx of child abuse (either 
sexual or physical) 
Duration of the episode Less than 2 minutes More than 2 minutes 
Pelvic Movement xX Vv 
Asynchronous x Vv 
movements 
Eye Open Closed 
If eye closed Easy to open manually Difficult to open manually 
Drooling of saliva Vv x 
Tongue biting v xX 
Self-injury during attack v x 
Urine incontinence v X 
Post-ictal confusion Vv Xx 
Post-ictal EEG Slow Normal 
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A prostate cancer patient presents complaining of back pain radiating to the 
right thigh. There is loss of sensation over the groin. 


Next step > Urgent MRI Spine (likely Cauda Equina). 


Key 
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‘A440 ° presented with blurred vision and intermittent clumsiness for 3 


months. Reflexes are brisk in her arm and the optic disc is pale. 
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The best modality to confirm Dx > [MAI brain “likely Multiple Sclerosis” 


The best drug in acute phase > |Methylprednisolone 
Stiffness + Weakness + Optic Neuritis + Recurrence/ intermittent > Ms 
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‘A homeless man presents with chronic productive cough and weight loss. 


> Likely TB > patient should be admitted and isolated. 


REMEMBER, TB} 


i) > Mycobacterium Tuberculosis (Acid Fast Bacilli) 


a > Chronic Productive Cough { Hemoptysis / Weight loss (Cachexia) / 
Fatigue / Night sweats. 


@ Small areas of Caseating granulomas (Ghon focus) 
a > Upper lobe consolidation/ infiltrates with cavitation. 


a > Homeless / Drug Abuser / Smoker / Low Socioeconomic class. 


3 
V First line > Sputum for Acid-Fast Bacilli (AFB). 
V If No Sputum on cough? > Bronchoalveolar Lavage, 


_v If bronchoalveolar lavage is refused by the patient? > Gastric Lavage __ 
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(The patient might swallow sputum while sleeping and thus gastric lavage could 
help obtain a sputum sample to be tested for AFB). 


Key 
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| Suspecting meningitis, when to report it? 


+ Notifying the local Health Protection Team should be made 
immediately once there is a clinical suspicion of meningiti 

A 40 YO man has recently been hearing voices in the house while no one is in 
the house. He says that his neighbours are annoying him by turning on loud 


music during the middle of the night. He warned them but they denied this act. 
Out of rage and frustration, he had made plans to set their house on fire. 


> larrange emergency admission to Psychiatric ward. 


Remember that once a psychotic patient is at risk for self-harm or others-harm 
> urgent admission to psychiatric ward is required. 


This can be voluntary (if he accepts) or compulsory (if he refuses admission). 


If a father has Alport syndrome. What is the chance that his 


“male” son being affected? 


Answer) > 


Alport's syndrome is X-Linked disease. 

The father will pass "Y" Chromosome to his son “Male child" not the affected 
"X" chromosome. 

Therefore, fathers with X-linked diseases CANNOT pass their disease to their 
Sons! (0%) 
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Key ] 
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A child with cystic fibrosis. What is the chance that his brother will also be 
affected if both parents are carriers? 


> 1:4 (25%) 


CF is an Autosomal Recessive disease. This means that if both parents are carriers, 
their children will be: 


425% —> Unaffected (Completely healthy and do not have the mutated gene). 


¢ 25% > Affected (have the disease). 


¢ 50% — Carriers (They are carriers but do not have the disease). 


Key If both parents are carriers of congenital adrenal hyperplasia. What is the 
48 chance that their coming child to be affected? 


> 1:4 (25%) 
(Like Cystic Fibrosis, Thalassemia, Sickle Cell Anemia) 


> If both parents are carriers > pAy2 ) chance their child will be Affected. 
> If both parents are carriers > Kya chance their child will be Carrier. 


Key lA patient presents with diarrhea. Blood culture and staining show gram negative 
49 curved rods. 


vV Rx > First line (Erythromycin or Clarithromycin). 
V If these were not in the options, pick the second line, which is (Ciprofloxacin). 
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+ Notes: 
v Campylobacter means Curved Bacilli “rods”. It is Gram -ve on stool culture and 
sensitivity. 

v So, Campylobacter > Gram -ve Bacilli “rods”. 

v V. Cholera > Gram -ve comma-shaped. 

Vv Streptococcus pneumonia > Gram +ve Diplococci. 

V Staphylococcal Aureus > Gram +ve and Coagulase +ve cocci “round” 


V Salmonella first line > Ciprofloxacin. 


V Campylobacter first line > erythromycin or clarithromycin J2nd > 
Ciprofloxacin 


lA patient presents with Parkinson’s features + Visual hallucinations + Dementia 


> |Lewy Body Dementia. 


REMEMBER 


# Parkinson’s features + Visual hallucinations + Dementia 
> Lewy Body Dementia. 


aQ Copyright Warning! Tolulope V 


4 Parkinson’s features + Urinary incontinence + Postural hypotension 
> Shy-Drager Syndrome. 


4 Old man + Gait abnormality + Dementia + Urinary incontinence [(GDU] 
> Normal Pressure Hydrocephalus. 


4 Old + Making sexual or inappropriate comments (Disinhibition) + Loss of social 
interest (disengagement) + Acting inappropriately or impulsively + Personality 
and behaviour changes + Over-eating 

> Frontotemporal dementia (Pick’s disease). 
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| 


Key lA young man presents with abdominal pain, runny nose (rhinorrhea), watery 
51 | eyes, sweating and agitation. 


These are likely features of > 


Careful, withdrawal is different from overdose (toxicity). 


Remember: 


res |. Saendsatiwu Miaredcelh fl na GE 


toxicity - Low BP 

- LowHR 

- Pinpoint pupils (constricted pupil 
- Constipation 

+ Give Naloxone 


Cocaine | - HighRR 
toxicity - High BP 
- High HR 


- Mydriasis (dilated pupils) 
- Hyperthermia and sweating 
- Restlessness and Agitation 


LsD Mydriasis - Flushing and sweating — Hyperreflexia-Diarrhea — 
(Lysergic Acid | Paraesthesia 
Diethylamide) | Delusions and Hallucinations (Pathognomonic) 

- a patient smelling colours and seeing sounds > LSD 


Key s Yellow-greenish offensive discharge + vaginal itching + Strawberry Cervix + pH 
52 | >4.5 > Trichomonas Vaginalis (Trichomoniasis). 
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* Offensive discharge Without itching + fishy smell + pH > 4.5 
> Bacterial Vaginosis (Gardnerella Vaginalis). 


@ Management > 


Key |A woman has delivered a baby 2 weeks ago. She feels sad and has no interest 
53 to feed her baby. She eats poorly and has poor sleeps. She says that the baby 
has evil eyes and sometimes she develops thoughts of harming the baby. 


V The likely Dx -> Post-partum psychosis, 


Key | An agitated woman believes that she is important as she is helping very 
54 important people. 


> [Delusion of grandiosity. 


Key ‘A patient presents with jaundice, dark urine and abdominal pain. After 
55 investigations > Heinz bodies and bite cells were found. 


> (60 


Key lA patient has started taking anti-malarial medications after returning from 
56 abroad. He then develops mild jaundice, dark urine and tender right abdomen 
and palpable liver. 


> |Hemolytic Anemia (likely G6PD). 


Key A 40 YO man had a left elbow injury. Following that, he developed a loss of 
57 | sensation over the ulnar side of his left hand. His hand looks “Claw”. 
Which movement against resistance would help confirm an injury to the 
affected nerve? 


> \Abduction of the fingers 


Key |@ An elderly female with a history of Atrial Fibrillation presents to the A&E with 
58 speech disturbance and asymmetric weakness of face and arm. These symptoms 
started 3 hours ago. CT scan of the head shows no hemorrhage. The “long-term” 
management of this patient would involve: 
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> (or any other DOAC e.g. Apixaban, Rivaroxaban, Edoxaban, 
Dabigatran) 


Remember: 


2ry Prevention (Long-term management) of Ischemic Stroke/ TIA: 


Gj Control Blood Pressure. 
Statins (for All patients regardless of their cholesterol baseline level). 


Ani-platelets (or) Anti-coagulation: (Based on presence or absence of AF): 


. i there is Atrial Fibrillation > Anticoagulants: Warfarin [or] DOAC 


(Dabigatran/ Apixaban/ Rivaroxaban/ Edoxaban). 


. i No Atrial Fibrillation > Antiplatelets: Clopidogrel 75 mg OD. 


Key 
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‘An 85-year old woman with advanced dementia was admitted for pneumonia. 


A few days later, she becomes better but without a full recovery. She insists to 
leave the hospital. However, her daughter says that leaving the hospital might 
be unsafe as she lives alone. What should be done? 


- Remember that having dementia does not necessarily indicate impaired 
mental capacity. 

- GMC says “mental capacity is decision and time specific”. 

- Some may choose to sedate the patient with benzodiazepine. This is wrong 
unless she clearly lacks mental capacity and her leaving might cause harm to 


herself or to others. 
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A patient has recovered form TIA. What score is helpful to determine the risk 
of a stroke? 


~ |ABCD2 Score. 


% The CHA2DS2-VASc score is used to determine the need to anticoagulants in a 
patient who has atrial fibrillation. 


The ABCD2 score (Prognostic) is used to identify the risk of stroke in patients who 
have had a suspected TIA. 


Key | 
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A patient presents with Bloody Diarrhea followed by renal function tests 
impairment 


> jHUS (Hemolytic Uremic Syndrome) re) Copyright Warning! Tolulope VW 


Important Table 


Hematuria + HTN Polycystic Kidney Disease (ADPKD) | Ultrasound 
Hematuria + Hemoptysis | Goodpasture Syndrome Anti-GBM Abs 


Hematuria + Hemoptysis | Wegener’s (Granulomatosis with 
+ Nasal/Sinus problems | Polyangiitis) c-ANCA 


Hematuria/ Renal Hemolytic Uremic Syndrome (HUS) ||www.Piabtkeys.com 
function impairment + 
Bloody diarrhea 


Copyrights @ PlabiXeys.com 


Hematuria that develops after a Hx of Upper Respiratory Tract 
Infection (URTI) “Sore throat/ Coryza) is either due to: 
¢ IgA Glomerulonephritis (Berger’s Disease) [OF 


5 


@ Post-Streptococcal Glomerulonephritis. 


Glomerulonephritis 


1-2 {days after URTI 1-2 Wweeks| after URTI 
Main presentation > Hematuria. | Main Presentation > Proteinuria 


Usually Young Males + Associated with Complement levels (C3). 
# Renal biopsy > “Humps” on electron 
microscopy. 


Achild presents with a pencil rubber stuck in his right ear. 


- 1%: Kill it with Lidocaine 2% or Olive oil or Mineral oil or Alcohol drops. 
- 24: Syringe it out by water irrigation or olive oil. 
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Seed (e.g. beans, pea) > “Routine” not urgent referral to ENT to remove it 
by Suction with a catheter or by a hook. 


NEVER Irrigate it as it would swell causing more discomfort and difficulty to 
remove. 


Super Glue 

It could be removed manually in 1-2 days (after desquamation). 
Or: refer to ENT if ear drum (TM) is involved, 

Earwax build up > a few drops of olive oil to soften the hard wax. 


Batteries > Refer to ENT as they should be taken out within 24 hours. 


Any spherical object > Hook. 


If any object from these in an intellectually disabled person (e.g. Autistic 
child) > Remove under General Anaesthesia by ENT. 


Referral to ENT in the following situations: 


If the patient requires sedation. 

If there is any difficulty in removing the FB, 

If the patient is uncooperative, 

If the TM is perforated. 

If an adhesive (e.g. Super glue) is in contact with TM. 
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E.g. Scenario: an autistic child with beans stuck into his ear } Remove under GA, 


A new question: 


AS5 YO boy has a pea stuck inside his right ear while eating dinner. His TM is 
intact with a wax covering it. 


There was not an option with (suction with a catheter) or (remove by hook) 


In this case, pick > Routine referral to ENT. “not urgent referral” (Recently 


asked Q) 


A young lady with recurrent attacks of palpitations, tremors, anxiety and 
nervousness that develop rapidly and resolve in a few minutes. 


> Panic aac, 


You suspect that one of your colleague doctors is taking cannabis. What should 
you do? 


2"4 > inform a senior doctor. 
3 > inform GMC. 
If unsure what to do > seek advice from medical defence organisation. 
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What is the likely blood gas results in a patient with Asthma? 


> Respiratory Acidosis 


(SOB, J RR > Accumulation of the CO2, which is an acid > Resp. Acidosis) 
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] Respiratory Acidosis (pH <7.35): 


e.g. > Asthma, COPD 


igh PaCO2 (> 6), Bicarbonate is normal (22-26) or around it, 


Respiratory Alkalosis (pH >7.45) in: 


@ Pulmonary Embolism; 
Low PaQ2 (<10)), |Low PaCO2 (<4.7), Bicarbonate is normal (22-26) or around it. 


@In it is the same, but the Pa02 will be normal (>10): 
Normal PaO2 (>10), Low PaCO2 (<4.7), Bicarbonate is normal (22-26) or around it 


Metabolic Drugs (MAIIAD): Metformin, Aspirin (Later on), Iron, Isoniazid, 
Acidosis Alcohol, Digoxin. And Paracetamol (less common). 

+ Diarrhea. 

+ Renal insufficiency of any cause. 

+ Addison’s Disease 


Metabolic |. Drugs: ACEi, NSAIDs (e.g. Diclofenac), Diuretic Therapy. 
Alkalosis + Vomiting (due to the loss of gastric acid > Alkalosis) 

+ Hypovolemia, Hypokalemia. 

+ 2ry Hypoparathyroidism. 


Respiratory | + Any cause of airway obstruction “apnea” (Low RR). 
Acidosis + Drugs: Benzodiazepines, Organophosphates. 

«+ COPD, Asthma. 

+ Pneumothorax, hemothorax, ascites. 
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+ NB. If a patient is on a ventilator and developed respiratory 
acidosis > (RERESSSEREVERRIAEBA to washout the CO2 (The 
acid). 


Respiratory | ANY CAUSE OF HYPERVENTILATION (High RR) e.g. 
Alkalosis + PE (Pulmonary Embolism) 

+ Salicylate -Aspirin- (early in the course of poisoning). 
+» Mechanical Ventilation (Rapid Ventilation). 


A hypertensive patient presents with big toe severe pain, swelling and 
erythema. 


Rx > Naproxen. 


He is likely on bendroflumethiazide for his HTN. Thiazide like diuretics and loop 


diuretics can cause Gout. ' ° 
Qa Copyright Warning! Tolulope VW 


V If the patient is presenting with acute attack “important”: 
Naproxen) fj 2" — (Colchicine. 


V For long-term (after 2 weeks of acute attack) 


“with NSAIDs and Colchicine coverage” 


Key | 
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Osteoarthritis patient is on paracetamol and topical NSAIDs but still in pain 


> add oral NSAIDs (Remember to give PPI if peptic ulcer risk). 


@ If still in pain > Opioids. 
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© First line > Paracetamol and Topical NSAIDs. 
¢ Second line (if failed) > Add oral NSAIDs or COX-2 inhibitor (give PPI as well). 


¢ If still in pain > Opioids. 


® Aman presents with severe pain in anus especially on defecation. He has a 
Hx of constipation. 


The likely Dx > 


69 


70 


A patient presents with Hx of diarrhea and floating stools. He is anaemic as 
well. The appropriate investigation 


+> Tissue transglutaminase IgA. 


(likely Celiac Disease). 


An alcoholic man wants to quit. He wants a medication to help reduce the 
withdrawal symptoms 


> |Chlordiazepoxide 


(The question does not ask about a medication that acts as a deterrent; they 
need a medication to Reduce Withdrawal Symptoms) 
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|MAn alcoholic wants a medication to serve as a Deterrent when he takes alcohol 


“Abstinence” > 
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‘A280 Pregnant ° in her 28-week gestation presents for a regular antenatal 
visit. Her Hb is 11 g/dL. 


> |Normal Physiological Phenomenon (Not Anemia) 


> |Reassure 


@ When do we call it Anemia? 
V In 1°" trimester — if the Hb < 11 g/dL. 


In 2" Trimester > If Hb < 10.5 g/dL. 
V In 3° Trimester — If Hb < 10.5 g/dL. 


V Post-Partum — If Hb < 10 g/dL. 


Key |A 14-month-old child cannot walk. 


72 
> Reassure and review in 2 months 


(We refer to developmental milestones assessment if 2 18 months and cannot 
walk) 


Key |A woman presents with irritability, Peripheral Paraesthesia, numbness, 
73 | Impaired proprioception and low Hb. 


> Vitamin B12 Deficiency. 
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Key | A 24 YO female in her 28"" week gestational age presents complaining of lower 
74 abdominal pain and minimal vaginal bleeding. 


— Placental Abruptio 


# First step > (baby’s vitality). 
¢ If not among the options > (to rule out placenta previa). 


® Lithium and ibuprofen interaction: 


> |? renal reabsorption of lithium/i.e. | renal clearance of lithium V. 
> |f Risk of lithium Toxic 


Note, Diuretics and NSAIDs (e.g. Ibuprofen) and Aspirin increase renal 
reabsorption of lithium and hence, the serum lithium increases and may lead to 
toxicity. 


A hypertensive patient was commenced on a medication. After that, he 
developed proteinuria (+3) and renal function impairment. What is the 
causative medication? 


> Ac nbd 


v Deterioration of Renal function tests after initiation of ACE inhibitor in a 


hypertensive patient > Bilateral Renal Artery Stenosis 


So, ACEls are contraindicated in bilateral renal artery stenosis. 


v Bilateral Small Kidneys + Hypertension > Bilateral renal artery stenosis 
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Key On suspecting rhesus incompatibility, Anti-D immunoglobulin should be given 
77 as soon as possible after delivery within a time ey Of. pyright WaringiTalulose 7 


> 72 hours. 


Key 
78 | Check lithium levels 12 hours after taking the last lithium dose (as it has a 


narrow therapeutic range) 


eae | ce a a a en De I ee oe ee 2 KK ee 
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79 | dorsiflexion. The affected nerve is: 


> 
Key Muffled heart sounds, low blood pressure and engorged neck veins 
| on > Ee TaaS 

Rx ~> Pericardiocentesis. 


Key A young girl with high fever developed a seizure. Her mother asked you about 
81 | the future possibility of getting another attack. What to say? 


1/3 of cases with a Febrile convulsion 


— will have further episodes of febrile convulsio 
if they develop fever before the age of 6 years) 


Key A woman presents with constipation and weight gain. 
82 


The Likely Dx > Hypothyroidis: 
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Key \T-Score by DEXA scan of - 2.5 or lower (e.g. -2.9) 
83 
> Osteoporosis 


+> give Bisphosphonate (e.g. alendronate, risedronate, zoledronate), 


[ Key | Painless, non-tender swelling lies above and behind testis 
84 


> epididymal cyst. 


| Key Urethritis complication in men 
85 


> epiidyit 


vRemember] 

The major complication of untreated chlamydia “and N. Gonorrhea” in males is: 
> (Epididymo-Orchitis) or (Epididymitis). 

> Unilateral Testicular Pain. 


The major complication of untreated chlamydia “and N. Gonorrhea” in Females 
is: > (Salpingitis). 


Key A young footballer male presents with severe testicular pain that is not 
86 relieved by elevating the testis. 


> |Urgent surgical exploration (likely testicular torsion). 


Remember the differences between Epididymo-orchitis and Testicular Torsion: 
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Epididymo-orchitis 
* Often history of dysuria -painful micturition-, pain, and urethral discharge 
¢ Scrotal skin is often red and tender. 


« Fever may present 
* Swelling may be tender and relieved by elevating the testis (+ve prehn’s signs) 
* Most cases due to Chlamydia (sexually active male). 


¢ The symptoms are gradual if compared to the sudden acute onset of testicular 
torsion. 


¢ The affected testis is often retracted (higher than the other). 


e Ry > antihioticc 


Testicular torsion 


* Severe, sudden onset testicular pain 

* Risk factors include abnormal testicular lie 

* Typically affects adolescents and young males 

* On examination testis is tender and pain Te eased by elevation 


While in epididymo-orchitis, pain is relieved by elevating testis. 
* Hx of similar episodes. 
* Examination is intolerable (due to severe pain). 


* Urgent Exploratory surgery, the contra lateral testis should also be fixed 


Key 
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|@ A child presents with Fever [High wBCs and ESR | There is tenderness, 


redness, swelling of hip/leg: 


> epic Arti, 
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|A40YO 3 had an appendectomy 1 week ago but returned to the hospital and 


started yelling and shouting as he was in pain due to the operation. He shouted 
on the Surgeon’s face “you did not do the operation correctly and you did not 
tell me that it can cause severe discomfort”. Then, he spited on the surgeon’ 
face and said bad words and left. Two weeks later, he met the doctor on the 
street and approached him to apologise and to say that he is better now and to 
thank him. 


The likely Dx > Borderline personality disorde 
Very impulsive, inability to control anger, mood swings 


Aman tends to wash his hands several time as he believes that the germs have 
not been removed and he needs to wash his hands again and again. 


~> Obsessive compulsive disorder (COD) 


90 


‘A child presents with Projectile, non-bilious vomiting and Palpable Almond- 


seized mass on the upper abdomen. 


The investigation > Abdominal Ultrasound 


(Likely Pyloric Stenosis) 


Key 
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lA suspicious feature in moles that requires further investigations (suspicious of 


melanoma): 


> Another correct answer > (Irregular margins] 


Moles 

When to suspect a malignant melanoma? > (ABCDE) 
¢ A(Asymmetry) > The two halves of the mole look different in shape. 
¢ 6 (Border) > Irregular edges. 
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¢ C(Color) > Different shades of black, brown, pink. 

e D (Diameter) > greater than 6 mm. 

e E (Evolves) (Enlarge) > Grows upwards, downwards, outwards as a flat 
lesion. 
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|w@ Acne > give 


| @ In breast Abscess, the commonest causative organism 


> Staphylococcus aureus, 


A lady presents with Dry skin around the areola, Itching in the area, Discharge 


per nipple sometimes biooay 


~ Paget's disease 


(do: Punch biopsy). 


Key A diabetic patient has gastric cancer. She is on metformin and insulin. She 
95 developed hypoglycaemia. What to do? 


> Reduce the insulin dose 


In a DM patient who is on Metformin and Long acting Insulin, if he suffers from 
repeated hypoglycemic attacks > Consider either reducing the dose of the long 
acting insulin or even stop it. 


¢ This might be seen in patients who do not eat well (palliative patients for 
instance who do not have appetite due to cancer). 

In these patients, aggressive control of DM is unsuitable; thus, reduce the dosage 

of insulin or withhold it. 
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Key A patient on metformin and gliclazide. He keeps getting dizzy and 
96 hypoglycemic attacks 


+> mit Gari 


Remember that: 

Gliclazide or Glibenclamide (Sulphonylureas) have high risk of Hypoglycemia. 
Therefore, in a patient on metformin and gliclazide who keeps getting dizzy and 
hypoglycemic attacks > STOP GLICLAZIDE (Sulphonylureas). 

* N.B. The target HbAIC in DM 2 > 53 


Key | An elderly male living in nursing home suffers from constipation. He is agitated 
97 and slightly confused. Rectal examination reveals impacted stool. What is the 
management? 


- Impacted stool — Phosphate Enema. 
- Hard stool but not impacted — Stool softeners. 
- Constipation with soft stools — High fibre diet — Senna = (stimulant laxative) 


(1st line), Lactulose or Macrogol (2nd line) 


- Pregnancy with constipation — {1st line). 


Key ® An old man with abdominal distension and pain, vomiting. O/E, empty 
98 | rectum and high-pitched exaggerated bowel sounds. 


A 
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> referral to surgery (Bowel Obstruction in managed by a Surgical team). 


Key Aman with High BMI (obese) was found to have a high fasting blood glucose. 
99 What should be done? 


> Repeat the test in wee 


In Asymptomatic people > 2 tests need to be done to confirm DM. 


Key A boy who had tonsillectomy returned after 8 hours as he vomited blood. 


100 | His temperature is 36.7. What to do? 


> inform the ENT surgeon immediately. 


Tonsillectomy Complications 

+ Airy Bleeding (within the first 24 hours) > Return to the theatre may be 
required. Usually due to inadequate haemostasis, displacement of a tie, 
loss of eschar. 

+ 2ry or Reactive Bleeding (occurs more than 24 hours post-op = 1-10 days 
post op, and usually after discharge) 
Usually due to wound infection that leads to vessel erosion; thus, Admit 


(Antibiotics and Antiseptic mouthwashes are also indicated). 


Key 
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‘The prognosis of most cases of barking cough (Croup) is: 


> natural resolution (complete recovery) 


Key 
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> upper Gli endoscopy, 


& The gold standard method to diagnose esophogeal carcinoma is 
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\w After removing a chest drain, a 40 YO man developed Tachypnea, Desaturation, 


Distended neck veins, Hypotension and | Air entry on the right side 
(suspected traumatic pneumothorax, O2 was given) the next step: 


> |Needle decompressio 


“Insert a large-bore cannula into the 2™ intercostal space in the mid-clavicular 
line on the “affected side” 


Key 
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‘An 85-year old woman with advanced dementia was admitted for pneumonia. 


A few days later, she becomes better but without a full recovery. She insists to 
leave the hospital. However, her daughter says that leaving the hospital might 
be unsafe as she lives alone. What should be done? 


~ [Assess her mental capacity 


- Remember that having dementia does not necessarily indicate impaired 
mental capacity. 

- GMC says “mental capacity is decision and time specific”. 

- Some may choose to sedate the patient with benzodiazepine. This is wrong 
unless she clearly lacks mental capacity and her leaving might cause harm to 
herself or to others. 


Key 
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\A 22 YO female presents complaining of her high weight. She asks for help for 


her obesity. What should be initially done? 


~ lifestyle modification. 
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An old lady with vaginal bleeding was found to have endometrial thickness of 8 
mm on TV Ultrasound. 


The next step > Hysteroscopy and Biopsy (DDx endometrial carcinoma). 


For any female > 51 YO presents with Postmenopausal vaginal bleeding 

V Suspect > Endometrial Carcinom 

Vv Order > [Transvaginal Ultrasound (To check the endometrial thickness) 
V If Endometrial Thickness is > 4 mm > Hysteroscopy with endometrial biops 
Again, 


In any woman in postmenopausal age presents with vaginal bleeding (even if 
post-coital), if the question asks about the initial (next) test > Transvaginal us 


If it asks about the diagnostic/ most definitive test 
> Hysteroscopy with endometrial biopsy. 


re) Copyright Warning! Tolulope’ 


Notes, 

# Progesterone (e.g. in combined HRT) reduces the risk for endometrial 
carcinoma. 

@ RFs of Endometrial Carcinoma: 

Obesity/ Nulliparity/ Unopposed estrogen (estrogen given alone without 
progesterone}/ PCOS/ Tamoxifen/ Early menarche/ Late menopause/ DM 


Key ‘A woman presents complaining of hoarseness of voice. Which nerve might be 
107 affected? 


> Recurrent laryngeal nerve. 
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(For knowledge, not every hoarseness is caused by recurrent laryngeal nerve 
injury. Laryngitis, vocal cord nodules and tiredness are more common causes for 
hoarseness). 


e Unilateral Injury to the Recurrent laryngeal nerve > Hoarseness of voice 
¢ Bilateral Injury to the Recurrent laryngeal nerve > Aphonia/ Airway 
obstruction. 


¢ Injury to the External branch of (superior) laryngeal nerve > Loss of high- 
pitched sound = (Dysphonia) = (Mono toned voice). 


N.B. About 18% of Lung cancer patients experience hoarseness of voice due to 
compression of the tumour on the recurrent laryngeal nerve. 


Recurrent laryngeal nerve is a branch of Vagus nerve (10 CN) 


Key A patient with lung cancer presents with confusion. Among the lab 
108 | abnormalities, there is serum sodium of 128 (hyponatremia). 


> (Syndrome of Inappropriate Antidiuretic Hormone). 


Remember: 
¢ Small cell cancer of the lung > SIADH & Cushing. 


¢ SCC of the lung > Hypercalcemia. 


Also, remember: 
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@ SIADH: Hyponatremia (low Sodium), Low Serum Osmolality, High Urine 
Osmolality. 


# Diabetes insipidus (Dl): Hypernatremia, Low Urine Osmolality, High Serum 
Osmolality. (This low urine osmolality in DI increases after giving vasopressin) 


Key A62 YO man with benign prostatic hyperplasia underwent TURP (Transurethral 
109 resection of the prostate). What is the likely electrolyte abnormality to 
develop? 


> Hyponatremia, 


Transurethral resection of prostate (TURP) Syndrome: 


@ During this operation, excessive irrigation is used to allow good visualisation. 


This fluid can leak inside causing dilutional ~> Confusion and 
Agitation. 


110 


‘Aman presents complaining of longstanding regurgitation and progressive 


dysphagia. 


> fchalasia 


e “Regurgitation” is an alarming word for (Achalasia: Bird Beak Appearance) and 
. However, the latter “the Pouch” has other specific features 
such as Halitosis “bad breath smell", Stale food + Sensation of a Jump in the 
throat. 
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Key | 
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A 6-month old baby is brought by his grandmother with old and new bruises. 


> |Non accidental injury. 


Key 
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‘A nurse discovers that a patient is heavy alcohol addict; he drinks 30-40 units 


of alcohol per week. what should be done? 


> Refer to social workers. 


Key 
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] A patient with DM and HF has been recently prescribed a new medication. He 


now presents with polyphonic wheeze and bronchoconstriction. What is the 
likely cause? 


~ Beta blockers (e.g. Bisoprolol/ Atenolol), 


@ Beta-blockers (e.g. Atenolol, Bisoprolol) important side effect > 
Bronchoconstriction. 


@ Beta-Agonist (e.g. Salbutamol) important side effect > Tachycardia. 


114 


‘Achild + Stares blankly into space (daydreaming) + After that, resuming their 


activities, they are tired and not doing well + upturning of eyes/ eyelids 
fluttering. 


~ Rbsenceseinuré 


Rx might be required if they are recurring a lot 
> Sodium Valproate. 
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A 32 YO woman who is smoker complains of a history of wheezes and 


shortness of breath. She has Hx of eczema. Spirometry was done and showed a 
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FEV1/FVC of < 0.7. However, there was a significant improvement of this ratio 
after receiving a bronchodilator. 


The likely Dx > lasthma 


Careful: 
If the FEV1/FVC remained below 0.7 or showed minimal improvement after 
receiving bronchodilators > COPD. 


Eczema and Hx of allergy support asthma Dx. 
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lA patient with Multiple Sclerosis (MS) has taken 40 paracetamol pills to end his 


life. His wife wants him to be treated from paracetamol overdose; however, he 
insists not to be treated. What should be done? 


> Assess his mental capacity 


Prior to make him consent not to receive treatment, we need to make sure that 
he is mentally capable to take such a decision. Remember also that he has MS, 
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The appropriate Rx > Oral Terbinafine 
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Tinea Capitis 


V It is a fungal infection involving the hair follicles and causes hair loss 
(Alopecia) very rapidly. 


Vv Because of the risk of scarring, treatment is with a systemic (oral) 
antifungal such as — Oral Terbinafine, itraconazole, or fluconazole, 


V In children, Griseofulvin is used. 
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TA grandmother was found unconscious. HR is 52, RR is 6. His pupils are 


constricted (pinpoint). 
The likely diagnosis — Heroin (Opioid) overdose. 


The initial step — 
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Leakage of urine when feeling the desire to urinate (wet themselves before 
making it to the bathroom) 


> Urge incontinence = (Overactive detrusor muscle). 
> Bladder retraining (first line) 


Another important line > lantimuscarinid v (e.g. immediate release Oxybutynin) 


a 
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10 YO boy presents with a low-grade fever and macular rash especially on the back 
of the legs following an upper respiratory tract infection. A few hours later, these 
macules have turned into purpuric lesions that do not blanch on glass test. The boy 
also complains of joint stiffness and headache. 

Hb (124 g/L) J WBC (3.3 X 10°/L) J Platelets (219 X 10°/L). 
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|The Likely Dx > Henoch-Schonlein Purpura (HSP) 


Note that Hb, WBCs, and platelets are normal, 


Please note that if a patient presents with similar features but with LOW PLATELETS 
and normal Hb and WBCs, the answer would be > Idiopathic Thrombocytopenic 
Purpura (Explained Later in Key 17). 


Note, renal impairment is rare but can occur. 


2) Copyright Warning! Tolulope VW 


. (X-linked recessive, so the affected individual is a boy mainly) 


> 7 PTT + (Bleeding into muscles or joints or easily bleeds). 


. Henoch-Schonlein Purpura 


HSP — PAAN: non-blanching Purpura + Arthralgia, Abdominal pain, Nephropathy 
(Hematuria, Proteinuria). 

* Purpura is non-blanching and mainly on the buttocks and Lower Limbs. 

* Precipitated by URTI — Sore Throat. 


8 AN DIQOU RESUS Ge INUINIVIAAL INOFTTIGN FID, VWVOLS dG Fidhelels . 
+ However, there might be 7 ESR/ IgA/ Creatinine 


Isolated Thrombocytopenia (low platelets) has to be given in a stem. 


Key A lady underwent radical mastectomy. Later on, she developed upper limb swelling 
121 and redness. 
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The likely Dx > 


Axillary Lymph nodes clearance (removal) during radical mastectomy can lead to > 


Upper Limb (Redness and Swelling) + Frozen shoulder. 


Rx > Physiotherapy and arm exercise. 


Key | An elderly man presents with Back pain, weight loss, Hx of smoking/alcohol, 
122 jaundice, High blood glucose. He has palpable liver and gallbladder 


Likely Dx > 


Signs of Pancreas Cancer 


+ Jaundice (yellow) — 55 percent 

+ Hepatomegaly (large liver) - 39 percent 

+ Right upper quadrant mass — 15 percent 

* Cachexia (wasting) — 13 percent 

* Courvoisier'’s sign (nontender but palpable 
distended gallbladder at the right costal 
margin) — 13 percent 

* Epigastric mass (fell lump in stomach) — 9 
percent 

+ Ascites (abdominal fluid) — 5 percent 
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Key A Diabetic patient with heart failure on beta-blockers, ACE inhibitors, insulin 
123 and furosemide was found to have hypokalemia. What is the likely cause? 


> Furosemig 


(Loop diuretics such as furosemide can cause hypokalemia). 


° Loop Diuretics (e.g. Furosemide) * ACE inhibitors. 

© Thiazide-like diuretics * Potassium-sparing diuretics 

(e.g. bendroflumethiazide, indapamide) | (e.g. Spironolactone/ Eplerenone) 

* Vomiting and Diarrhea * CKD. 

* Villous Adenoma * Addison’s (iry Adrenal Insufficiency). 
© Renal tubular failure * Congenital Adrenal Hyperplasia. 


¢ Cushing Syndrome 
© Conn’s disease (iry hyperaldosteronism) 


ooy~—EE>>>>>——_=™ 


Key | Positive acid-fast bacilli {AFB) on sputum sample. 


124 
> TB “Tuberculosis”. 


Investigations of TB: 
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V First line -> Sputum for Acid-Fast Bacilli (AFB). 


V If No Sputum on cough? > Bronchoalveolar Lavage 


V If bronchoalveolar lavage is refused by the patient? > Gastric Lavage 
(The patient might swallow sputum while sleeping and thus gastric lavage could 
help obtain a sputum sample to be tested for AFB). 


Key ‘A55YO lady was found to have high glucose in urine after surgery. 
125 


+ Sess Hyperalycemia 


Stress hyperglycemia: 

Post-op or stress or post-trauma or some diseases > high cortisol > high 
glucose > glycosuria (glucose in urine) 

This subsides on its own in a few days. 


What to do next as follow up? SSSIEISISSEIBINEEEE (although it is a normal 


phenomenon, we need to make sure of our diagnosis of the Stress 
hyperglycemia). 


Key An obese man slept while driving a lorry. He is afraid to lose the job. What is the 
126 likely Dx? 


> Q Copyright Warning! Tolulope VW 
> \Advise him to inform DVLA 
If refuses > 
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Key A post-operative patient on low molecular weight heparin in hospital. He 
127 develops Chest pain, Dyspnea, Tachycardia and SOB. 


> | LMWH dose and order CT pulmonary angiogram. 
Likely Pulmonary Embolism. 


V Note that if the patient is vitally stable, the CT pulmonary angiogram can be 
done as an outpatient. 


Key | A pregnant in the 2™ trimester was in significant contact with a child with 

128 chicken post 7 days ago. She has never had Varicella zoster infection. A stored 
blood sample is tested negative for varicella zoster virus IgG. Now, she has no 
rash. 


The best management > Varicella Zoster Immunoglobulin IgG (vziG) 


¢ If she has never had Chicken pox (i.e. she is not immune to it) or if the 
immunity status is unknown > Check serum Varicella zoster Ab (IgG) 


> If +ve (immune) > Reassure. 


> If -ve (not immune) > Give Varicella zoster Immunoglobulins (VZIG). 


* VZIG is effective if given within 10 days after exposure. 


¢ If she develops rash > Give oral Acyclovir within 24 hours. 
* If the serum varicella zoster virus IgG came back Positive (immune) 


> the answer would have been: Reassure. 


A lady with Hx of pelvic inflammatory disease comes back with lower 
abdominal pain and tenderness with High Fever. 


The investigation -> Pelvic Ultrasound, 


(Likely tubo-ovarian abscess as a complication of PID that was not properly 
managed). 


{important v). 


¢ It is an advanced complication of Salpingitis (PID). 
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¢ Tubo-ovarian abscess should be suspected if a female presents with: 

lower abdominal pain and tenderness with High Fever + NO DISCHARGE. 

¢ Additional hints: 

(Sexually active and doesn’t use barriers) > risk for chlamydia/ Gonorrhea > 
Cervicitis > PID > Tubo-Ovarian Abscess. 


If Tubo-ovarian abscess is suspected > 


Note that the results of endocervical/ high vaginal swabs would take days to 
return, whereas pelvic ultrasound can be immediately performed and may show 
the abscess. 


Key A 22 YO female presents with firm, non-tender and mobile mass in her right 
130 breast. 


The likely Dx 


Key lA Young adult presents with frequent fainting attacks since childhood. His 
131 ECG is as follows: 
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Rx > IV magnesium sulphate 


Acase of Polymorphic (Broad-Complex) Ventricular Tachycardia 
= Torsades De Pointes (TDP) 
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Remember that in SVT (Supraventricular tachycardia), we try carotid massage 
and Valsalva manoeuvre then we give IV Adenosine. 


Key ‘An 18 YO female with BMI of 13.5 has reduced her food intake for a few 
132 | Months, No menstruation for 1 year, BP 70/50, HR 46. She is dehydrated and 
hypoglycemic. 


— |Admit to Medical ward. (Anorexia Nervosa with serious medical complication). 


If she refuses to be admitted — [Assess for compulsory admission. 


Key After ingesting his grandfather medication, a young male presents with dilated 
133 pupils, drowsiness, dry mouth and skin. ECG shows Wide QRS. 


> IV fluids + Sodium Bicarbonate 50 ml of 8.4% 


(TCA e.g. amitriptyline toxicity needs ECG + IV fluid + Sodium Bicarbonate). 


Key 
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A postpartum breastfeeding woman presents with palpitations, tachycardia 
and tremors. Her TSH is low. 


> Postpartum thyroiditis in the hyperthyroidism phase. 
> Give to manage the symptoms of palpitations and tremors. 


Postpartum thyroiditis usually resolves on its own in 1 year after delivery. 
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> Pleural Aspiration, 


A patient with End-stage lung cancer that metastasized to bone presents with 
worsening cough, SOB, pleuritic chest pain. X-Ray chest shows Pleural Effusion. 
What is the best management to relieve his symptoms? 
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Pleural effusion 


136 


Key | 
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Key | 


A man presents complaining of regurgitation of undigested food and gurgling 
sounds on chest when swelling liquid. 


rd Pharyngeal pouch. (=Zenker’s Diverticulum). 


Key 
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A Smoker presents with white patch on vocal folds with mild dysplasia. 


+ Stop smaking 
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Mild Squamous Dysplasia of the larynx 
+ Hoarseness, White patch over the Vocal cord. 


- What to do Next? 
- Advice the patient to STOP SMOKING + Observe and F/U (Risk of Malignancy). 


T Mhece uraman uth CEOM 
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139 
> Proton pump inhibitor (PPI). 


Key | A 50-year-old woman with osteoporosis. 


To assess for Future Fractures > DEXA] 


Key A woman in postmenopause developed Hot flushes and Night sweats. 
141 


*Rx> Hormone Replacement Therapy (HRT) 


Key ‘A lady who has short stature complains of Primary Amenorrhea (did not have 
142 amenorrhea before). 


|__| ffurner Syndrome, 
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Key | Liver Cirrhosis with Ascites — Dx > Ascitic fluid analysis 


Key | During chest drain Insertion, the structure that might be damaged 


> |intercoastal Artery 


Also, intercostal VAN (Vein, Artery, Nerve) and intercostal muscles. 


Key | Unresponsive Hypoglycemic man 
145 


> |75 ml of 20% IV Glucos 
Diabetic patient suddenly collapsed and fell unconscious > measure Random 
Blood Glucose. 


If blood sugar is below 4 > It is hypoglycemia (tachycardia, sweating, confusion, 
altered mentation) 


e If conscious and can swallow > give 200 ml fruit juice. 
© If conscious but cannot swallow > administer 

200 ml of 10% glucose IV OR 1 mg glucagon IM or SC. 

* If unconscious > (i7SIMIBPZOseIGlueose. 


Causes of hypoglycemia: alcohol and liver failure (impaired gluconeogenesis), 
Excess paracetamol, aspirin, sulphonylureas (e.g. glibenclamide). 


Key lA boy came with tender, swollen and hot testis. The affected testis is a bit 
146 retracted (higher than the other) 
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> \Acute epididymo-orchitis. 


Acute * Often history of dysuria -painful micturition-, pain, and urethral 
epididymo- discharge 
orchitis * Scrotal skin is often red and tender, 


¢ Fever may present 

¢ Swelling may be tender and relieved by elevating the testis (+ve 
prehn’s signs) 

© Most cases due to Chlamydia (sexually active male). 

* The symptoms are gradual if compared to the sudden acute onset 
of testicular torsion. 

* Often, the affected testis is placed HIGHER than the other testis. 
*Rx M2 


Key A60 YO man presents with unilateral headache and pain on chewing, 
147 sometimes tender scalp and blurry vision. 


™ The most appropriate investigation — Temporal artery biop 
® The treatment is steroids (Prednisolone). 


If asked about additional treatment, pick (Aspirin). 
<3 "aGiant Cell Arteritis (Temporal Arteritis). 


Key | 
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An elderly with Parkinson's disease has developed an episode of acute 
psychosis and becomes aggressive. He punches everyone approaching him in 
the face. 


The most appropriate immediate Rx > (for rapid tranquilization) 


* Lorazepam is a rapid acting benzodiazepine. (Could be given IM here). 
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* Haloperidol (Typical Anti-psychotic) is contraindicated in elderly with 
psychosis/ dementia especially in Parkinson’s disease patients. 

* Olanzapine and Risperidone (Atypical Antipsychotics) can exacerbate 
Parkinson’s disease. 


Note, if the aggressive/ distressed patient has no Dementia, Alzheimer’s, or 
Parkinson’s > we could consider Haloperidol or Olanzapine as a short-term 
therapy if non-pharmacological (de-escalation) techniques have failed. 


149 


On the 2" day in hospital, a patient has become restless, agitated and sees 
spiders on the bed. 


> Delirium Tremens. 


(He is likely a chronic alcohol addict, and being in a hospital and not drinking for 
2 days may lead to firstly alcohol withdrawal symptoms. If hallucinations/ 
tremors/ delusions develop, the case is called delirium tremens, and the patient 
should be given IV Lorazepam). 


150 


lA patient with gastric ulcer needs analgesics. He is on paracetamol and is 


allergic to diclofenac (NSAIDs). What should be given next? 


Tramadol. (2"¢ step on the analgesia ladder + Safe in Gastric ulcers). 


Pain ladder (Analgesia Ladder) 


1) Simple analgesia > Paracetamol, NSAIDs, Aspirin. 
2) Weak opiates > Codeine, Tramadol, Dihydrocodeine. 
3) Strong opiates > Morphine, Fentanyl patches, Diamorphine, Oxycodone 
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A patient with hypertension on treatment presents complaining of ankle 
swelling. The likely cause of this ankle oedema is: 


> (a Calcium channel Blocker). 


2 Important Side effects of Calcium Channel Blockers (e.g. 


to be remembered: 


lAnkle Swelling 
(Gingival Hyperplasia 


So, for one who take CCB such as diltiazem, amlodipine, verapamil, nifedipine, 
he might get swelling of his > Ankle/ Gingiva. 


Key 
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Eclampsia = Tonic-clonic (grand-mal) seizure + Preeclampsia (HTN and 
Proteinuria) 


v To control/ prevent seizure> MgSO4 (Magnesium sulphate 
If another fit? > give another IV bolus of MgSO4 


Key | After initiating Depo-Provera 2 months ago, a female presents complaining of 
153 unscheduled vaginal spotting. 


> Reassure and advice to return if bleeding become problematic. 


The majority of females who start Depo-Provera (Progesterone-only IM 
injections taken once every 3 months “12 weeks”) tend to have intermenstrual 
spotting. This usually settles after a year of Depo-Provera use 
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Key Before prescribing amiodarone, what investigation should be ordered? 
154 


— Serum Electrolytes and Urea. 


Remember (do not mix thing up): 

The 2 most important tests to be done before initiating lithium are: 
@ Thyroid Function Tests. 

& Kidney Function Tests. 


Key Cervical smear shows inflammatory changes WITHOUT any dyskaryosis 
155 


> |Repeat cervical smear in 6 months to ensure that the inflammation has 


resolved. 


In short, Abnormal cervical smear management: 
& Inflammatory changes WITHOUT Dyskaryosis > Repeat Cervical Smear in 6 Months. 


@ Borderline or mild dyskaryosis > The original sample is tested for (HPV). 
if positive > colposcopy. 


®& Moderate/ Severe dyskaryosis or suspected invasive cancer > Urgent colposcopy 
(within 2 weeks), 


® Inadequate sample > Repeat smear - if persistent (3 inadequate samples) > 
colposcopy. 
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A31Y0 2° present enquiring about vaginal spotting 2 days ago. She is on COCP. 
Last cervical smear was 1 year ago and reported normal. O/E, cervical 


ectropion is diagnosed. There is bleeding on touch. 


The next step > (Colposcopy. 


V If smear was done > 3 years ago > order cervical smear. 

V If the cervical ectropion does not bleed on touch and smear is normal > 
V Cervical smear is required once every 3 years in 2 aged 25-49 YO. Thus, no 
need to repeat it as it was normal only 1 year back. 

V No bothersome symptoms => leave the ectropion alone. 


Key | A patient with a terminal stage prostate cancer with bone metastasis in 
156 | severe pain presents asking for a medication to end his life. 


Vv Refer to Hospice Care (it is a place where palliative care is given to patients 
with terminal illnesses and help alleviate their pain and suffering while dying. It 
also involves a lot of other fields of support such as psychological, emotional and 
social). 
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Key An asthmatic patient on 2 inhalers presents complaining of tremors, muscle 
157 | twitching and shaky hands after using one inhaler. What is the likely cause? 


> Salbutamol (SABA) 
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Important Side Effects 


® Calcium Channel Blocker (e.g. Diltiazem, Verapamil, Amlodipine) 
> Ankle Swelling, Gingival Hyperplasia. 


& Beta-blockers (e.g. Atenolol) 
> Bronchoconstriction (Wheezes, SOB, heavy chest...). 


@ Beta-Agonist (e.g. Salbutamol) 
> Tachycardia/ Palpitations/ Muscle twitching and tremors/ Shaky hands 


® ACE inhibitors (e.g. lisinopril, enalapril) 
> Dry cough (Give ARBs e.g. Losartan instead -important-), Hyperkalemia. 


® Diuretics 
Vv Loop (furosemide) > Hyponatremia, Hypokalemia, Gout (hyperuricemia). 


¥ Thiazide (bendroflumethiazide) > Hyponatremia, Hypokalemia, Gout, Postural 
hypotension, Hyperglycemia 


v Potassium sparing (spironolactone) > Hyponatremia, HypeRkalemia, Gynecomastia. 


@ Metoclopramide 


Vv Extrapyramidal effects > dystonia, akathisia, parkinsonism, bradykinesia, tremors. 
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V Neuroleptic malignant syndrome > high fever, sweating, tachycardia, 
agitation, confusion, muscle rigidity, neck stiffness. 


@ Haloperidol > Sexual Dysfunction + Gynecomastia. 


® Fluoxetine (SSRI) > Anorgasmia (delayed ejaculation). Other: hyponatremia 
So, ina man who has erection but no or delayed ejaculation > Fluoxetine 


| Key | Buccal Ulcer with palpable cervical nodes 
158 


+> Squamous Cell Carcinoma. 


Key [A240 presents with acute asthma exacerbation. Oxygen is given. What is the 
159 | next step in management? 


> |Nebulised Salbutamol. Qa Copyright Warning! Tolulope VW 
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' 
2 + 5 mg (or terbutaline nebulised with 02) 
Be 


vV 100 mg !V hydrocortisone. (Vv) if not available, give: 
Vv Oral prednisolone (40-50 mg PO) (v) 


If Severe/ Life-threatening/ Non-improving 


ry + Give Salbutamol nebulizers back to back every 15 minutes and Add 
0.5 mg to the Nebulisers. 


§|¢ Single dose of Magnesium Sulphate (MgSO4). 1.2-2 g IV over 20 minutes. 


If the patient is improving, give salbutamol! nebulizer every 4 hours and 
prednisolone 40-50 mg PO OD for 5 days. 


Aman presents with night sweats, fever and lymphadenopathy. 


> iymphoma 
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Manifestations of Lymphoma 


Vv Painless, Rubbery slowly progressive Peripheral lymphadenopathy. “The 
commonest”, 


Vv Systemic manifestations > fever, malaise, fatigue, weight loss (Late stage). 
Vv B Symptoms > Unintended Weight Loss J Unexplained Fever J Night Sweats, 
v Splenomegaly, Hepatomegaly. 

V BM is frequently involved > Pancytopenia > Anemia, Infections, Bleeding. 


Aman hears voices commenting on his action such as (He is no getting out of 
bed. He is opening the door). 


> Third person hallucination, (A feature in schizophrenia). 


(important v) 
Example > A voice is heard saying (he/she). 

“He is evil”, “He is moving”, 

“She is opening her phone”. 

“He is getting up. Now, He is going towards the window” 


Second-person auditory hallucinatio 
Example > A voice is heard saying (You). 
“You are evil”, “You are moving”, “You are opening your phone”. 


rst-person auditory hallucinatio: 


Example > A voice is heard saying (I am). “| am lying down”, “I am moving”. 
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Key Risk factors of Suicide factors of Suicide 


* Previous suicide attempts and previous self-harm (the biggest risk factors) 
# Depression and other mental illnesses. 

* Alcohol and drug abuse. 

* Low socio-economic status. 


A person with all these risk factors. What is the greatest risk? 


-? previous suicide attempt = Frevious seli-narm 


| Key 
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‘A patient with lung cancer presents with ptosis and miosis. 


The likely cause > Compression of the Ipsilateral of Sympathetic Chai 


Horner's syndrome — Unilateral Ptosis, Miosis, Anhidrosis 


Due to — Compression of the Ipsilateral of Sympathetic Chain). (e.g. in 


Pancoast tumor) 


¢ Pancoast Tumour > A tumour of the Apex of the Lung (present at the top end of 
either the left or the right lung). It typically spreads to the nearby tissues such as 
the Ribs, the Vertebrae, unilateral compression of sympathetic chain, causing 
Horner's syndrome, Most Pancoast tumours are Non-small cell lung cancer. 


So, in an elderly who is smoker and present with chest pain (often pleuritic) + 
signs of Horner’s (e.g. unilateral miosis, ptosis), 


suspect > (particularly: Pancoast tumor). 
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A patient is due for elective hernia repair and his Hb was found to be 8 


> “Postpone” the surgery and Investigate for the anemial 


& Elective Surgery: 

4 If Hb is < 10 > Delay “defer” “Postpone” the surgery and Investigate for the 
anemia reasons first. 

# If Hb is < 8 > Transfuse Blood and also Defer the surgery. 


& Emergency Surgery: 
4 If Hb is < 10 > Proceed with the surgery. 
# If Hb is < 8 > Transfuse Blood and Proceed with the surgery. 
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‘A 22-year-old female with heavy menorrhagia. Her Hb is 9. Low MCV. 


(Microcytic anemia, likely Iron deficiency anemia). 


Rx > Ferrous sulphate. 
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TA young woman with Hx of chronic intermittent diarrhea lately becomes 


bloody with increased frequency of diarrhea and with abdominal pain and 
distension. She is tachycardic, hypotensive, feverish and with high WBCs and 
CRP and low Hb, 


Dx: Ulcerative Colitis (Acute flare -exacerbation) = Toxic megacolon. 


Ix: Erect abdominal X-ray, > Mucosal edema + TV colon distension. 


Rx: lV Hydrocortisone. 
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key! 


_The best modality > (Non contrast ct). 


A35 YO man suddenly developed severe left loin pain that radiates to the 
groin, nausea and vomiting. Renal stone is suspected. 
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Non-contrast “Spiral” CT scan of KUB “Kidney, ureters, bladder” 
= ({Non-enhancing CT 


168 
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A patient who had undergone radical prostatectomy due to prostate cancer last 
year has now developed severe thigh pain that sometimes radiates to back. He 
is on morphine but still in pain. 


> (bone metastasis). 


Vv The gold standard for bone metastasis is (MRI), followed by (Bone Scintigraphy). 


Remember 


The commonest Origins of Bone Metastasis 
(commonly Spine, then pelvis, then ribs, then skull and long bones) 


In Males 3 > PROSTATE then Lung. 
In Females 9 > then Lung. 


# Bone pain due to metastasis > Radiotherapy. 
# Neuropathic pain > Gabapentin, Amitriptyline, Pregabalin. 


| Key ‘From the pedigree below, what is the chance of the unborn male baby to be 
169 affected by Duchenne muscular dystrophy (DMD)? 
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Duchenne muscular dystrophy is an X-linked recessive disease. 
If the mother is carrier > 50% chance that her male children will be affected. 


Autosomal Recessive Autosomal Dominant X-Linked Recessive 


If Both Parents are If One parent is Affected If Mother is Carrier 
Carriers > > 50% chance of achild > 50% chance of a Male 
* 25% chance of achild to be affected. child to be affected. 
to be affected. 
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© 50% chance ofachild — 25% chance ofa 


to be a Carrier. Grandchild to be 

affected. 
Cystic Fibrosis Huntington's Disease Duchenne Muscular 

Dystrophy (DMD) 

Congenital Adrenal 
Hyperplasia Neurofibromatosis Haemophilia 
(21-hydroxylase 
Deficiency). 


Autosomal Dominant 
Thalassemia Polycystic Kidney 


ea SARMNMURI 


MISE GSS [PNUr ny 
Sickle Cell Anemia 
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lA middle age female comes complaining of sudden painless loss of vision + 
Floaters and Flashes with Field visual loss. 


> 
Rx: Scleral Buckling 
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Important Collection ) 


@ Myopia > 
@ Open angle Glaucoma, “Progressive | visual acuity and peripheral filed 
vision in an elderly + disc cupping” 


4 Cataract “Glare, Dazzling —halos-, Hx of long steroid intake, Hx of 
Changing glasses”, 


4 Retinal detachment, “Floaters and Flashes + Curtain falling over vision”. 


@ Hypermetropia > 


@ Acute Angle Closure Glaucoma (Headache, Halos, pupil is semi-ditated, Hard 
globe, Corneal Oedema, Nausea and vomiting) 
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Key | 


Aman with history of gastrectomy was found to have high MCV. 


~> Vitamin B12 Deficiency. 


Gastric Resection > Malabsorption of Vit B12 > Macrocytic Anemia (4 MCV) 
~> FRUBERSEERREREEAINVEUEPOPRIS on a blood smear. 
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- Pernicious Anemia (The most common cause). 


Pernicious Anemia > Autoimmune Gastric Atrophy > Loss of intrinsic factors 
that are required for Vit B12 absorption. 


Usually associated with other autoimmune disease e.g. hypothyroidism. 
- Total Gastrectomy (Impaired Vit B12 Absorption). 
- Ileal Resection. 
- Crohn’s Disease. 
- Chronic Pancreatitis. (malabsorption). 
- Celiac Disease (malabsorption). 


« Dietary (Veeans). Remember that Vit B12 is oresent in meat. fish and dairv 


es Se Ses wee ee. Peay ae PA ee, ae ee ee ee ee Pe ee YP ee Ee ee Oe 


products but not in the vegetables. 


A postpartum breastfeeding woman presents with palpitations, tachycardia 
and tremors. Her TSH is low. 


Key 
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> Postpartum thyroiditis in the hyperthyroidism phase. 
> Give to manage the symptoms of palpitations and tremors. 
Management of Flare-ups of Atopic Eczema 


* 1st line > Topical Emollients 


Hx of Trauma to the Breast (redness or bruises around the lump) + firm, 
round, solitary and localized lump 


> Fat Necrosis, 


Key 
173 


Key 
174 
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Key A female presents with dysuria, loin pain and rigors. 


Likely > acute pyelonephritis. 
Initial investigation > urinalysis. 
Then > urine culture. 


‘Key | A65 YO man has just suffered from myocardial infarction and is now to be 
176 | discharged. He feels sad, avoids eye contact, and skipped his last 2 meals. 


The likely Dx > 
vRx> (The best SSRIs in MI is Sertraline). 


If not in the options, pick (Citalopram) “the 2" line SSRI in MI patients” 


Vertigo on moving head that lasts for seconds. Sensation that the room is 
spinning. 


Key 
177 


> Benign Paroxysmal Positional Vertigo (BPPV). 


+ Dizziness/Vertigo on Moving head > BPPV. 
« Add: Hx of Viral URTI > Vestibular Neuritis. Q Copyright Warning! Tolulope 
+ Add: Hearing loss/Tinnitus > Labyrinthitis. 


Another Summary: 
+ Vertigo + Hx of Common cold > Vestibular neuritis. 


+ Vertigo + Hx of Common cold + Hearing loss/Tinnitus > Labyrinthitis. 
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+ Vertigo on moving head that lasts for seconds WITHOUT Hx of Common cold 
> Benign Paroxysmal Positional Vertigo. 


+ DVT + Fullness (Deafness, Vertigo, Tinnitus) + Pressure or Fullness in one ear 
> Meniere’s disease (MRI is normal). 


DVT + Cranial Nerve Palsy (e.g. Facial palsy, Loss of Corneal reflex, Loss of facial 
sensation) > Acoustic Neuroma (Do MRI of the cerebellopontine angle). 


Key | The following ECG is done for a 58 YO man who presents with palpitation. He 
178 is otherwise healthy. What is the most appropriate line in Rx? 


> Beta-blockers (e.g. metoprolol) 


Agents used to control rate (Rate Control) in patients with Atrial Fibrillation 


(AF): 
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(e.g. atenolol, metoprolol) > First line but Contraindicated in 


Asthma, 


- Calcium channel blockers (e.g. diltiazem) > if Asthmatic patient. 


- Digoxin > (not considered first-line anymore as they are less effective at 
controlling the heart rate during exercise. However, they are the preferred 
choice if the patient has coexistent heart failure). 


Key A 20 YO ° with new sexual partner presents with: 
179 Increasing Vaginal Discharge that is yellow-greenish. 


The single best Investigation > Endocervical and High Vaginal Swab 


Vv While self-collected vulvovaginal swab is good for chlamydia, Endocervical 
and High vaginal swab can detect all possible organisms such as chlamydia, N. 
Gonorrhea and Trichomonas Vaginalis. 


V Trichomonas Vaginalis needs high vaginal swab and can be diagnosed by 
seeing the motile organism under the microscope. 


HIV Post-exposure prophylaxis (PEP) i.e. Anti-retroviral medications given as 
soon as possible within: 


— up to post- exposure 


It should be given for 28 days 
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Please, read: 

¥ This chapter has the vast majority of September 2019 PLAB 1 Test 
with other few notes for comparison purposes. 

v We expect that you have already studied the other chapters. 

v Please note that this chapter is very important as it may have a 
few questions/ points that have not been mentioned before in the 


ordinary chapters. Thus, we highly encourage you to study this 
chapter. 


Key | 440 YO man had a left elbow injury. Following that, he developed a loss of 

1 | sensation over the ulnar side of his left hand. His hand looks “Claw”. 
Which movement against resistance would help confirm an injury to the 
affected nerve? 


¢ The injured nerve is > Ulnar nerve (Claw hand + Paraesthesia of little finger 
+ ring finger “ulnar border”). 


¢ As the ulnar nerve supplies dorsal and palmar interossei that are involved in 


fingers adduction and abduction, the answer would be: 
Copyrights @ Plab1Keys.com 


> \Abduction of the fingers 


Remember that: 


Paraesthesia of the middle three fingers (thumb, index, MIDDLE) fingers 
> Median Neve. 

Paraesthesia of little finger + ring finger (both dorsal and palmar) > 
Ulnar nerve 

Paraesthesia of the dorsal aspect of the THUMB + a small area over the 
((dorsal)) area between 1st (Thumb) and 2nd (Index) fingers 

> Radial Nerve. 
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® While performing laparoscopy, the anatomical structure(s) to be pierced 
while inserting a port at the midway point between umbilicus and anterior 
superior iliac spine is 


> Internal oblique muscle and external oblique aponeurosis 


Also Remember: 


intercostal Vein, Artery and Nerve can be pierced, but 
SCLE is liable to be pierced. 


After a right wrist injury, a man lost sensation over the palmar side of the 
index, thumb, middle fingers and half the ring finger. There is also atrophy of 
the thenar eminence. He cannot touch his right little finger with his right 
thumb. 


The likely injured nerve is > Median nerve. 
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Key | Very Important! 
6 
Elderly + Hematuria + No other symptoms 


> Consider Bladder Cancer “transitional cell cancer is the commonest type” 


> Flexible 


Among all other Risk Factors, the greatest risk factor for bladder cancer is 


~> Smoking 


Above 40 YO + Frank hematuria > Cystoscopy 


Below 40 YO + Hematuria (malignancy less likely) > CT-KUB “for stones” 


Recent exam Q: 


After successful treatment of UTI, the persistence of Hematuria is suspicious 
especially in those > 45 YO even if no risk factors for bladder cancer. Thus, 


Cystoscopy might then be done by a urologist. 


2 weeks wait (urgent not routine). This is the usual in the UK. 


e 
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Key | A man was hit by a car and sent to the ED. He is hypotensive with distended 
7 | neck veins and fain heart sounds. His blood pressure is 82/47 and HR is 120. 


The most appropriate management > [Pericardiocentesis]. 


. Beck’s Triad: Hypotension, Muffled Heart Sounds, High JVP (Distended 
neck veins). 
e Others: Dyspnea, Pulsus Paradoxus, Tachycardia. 


After MI > Acute pericarditis > Pericardial effusion > Cardiac Tamponade. 


e Trauma is the most important cause for cardiac tamponade. 


N.B. Chest X-ray that shows BREESE NEnnnenn > 


Either Pericardial effusion (OR) Cardiac Tamponade. 
e Dx: Echo is diagnostic 


e Tx: Urgent pericardiocentesis. 
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Pericardial Effusion: Water Bottle Sign 


Resembles, 
to some extent, 
a leather bag 
filled with water 
Cardéothoracic 
Ratio >0.5 


Ventricular Old, Sudden collapse, confusion, severe 
Fibrillation | hypotension, Not breathing, Unconscious 


> Immediate DC Cardioversion “defibrillation” 


Key | Atrial fibrillation in an unstable patient > immediate DC Cardioversion| 


If stable > BB, (or CCB if he is asthmatic), (or digoxin if associated heart failure) 


Scenario, 

A70 YO female presents to the ED after a fall at home. She is confused, pale, 
with irregularly irregular pulse and cold peripheries. Her BP is 80/50 and HR is 
150 bpm. ECG is done and shows narrow QRSs and absent P waves. 


The next step in management is > immediate DC Cardioversion| 


o The patient has AF (irregularly irregular rhythm, Tachycardia, Absent P waves). 
a Since he is unstable (Confusion, severe Hypotension) > cardioversion. 


Copyrights @ PlablKeys.com 


Key | MI (Acute chest pain radiating to jaw, shoulder...) BUT without ST 
10 | elevation on ECG. What to Do Next? 


+> Measure Cardiac Enzymes, especially (Troponin) 


V If Troponin is high > NON-STEMI Elevation Mi 


Vv Immediate management > Give LMWH e.g. Fondaparinux V recent exam 


Patients with Ischemic Chest Pain 


Perform ECG 


No ST clevation ST elevation 


40-60% (Troponin, raised), 


Non ST elevation myocardial ST elevation myocardial 
infarction (NSTEMI} infarction (STEMI) 
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aAuiorn 
Lower 


Key | Remember: 


@ In Supraventricular tachycardia (Narrow QRS Complex) 
— We firstly perform Carotid Massage and Valsalva Manoeuvre. 


If this fails > We give IV 


® In Polymorphic (Broad-Complex) Ventricular Tachycardia 
= Torsades De Pointes (TDP) 


Vv Broad QRS (except in resting status), Prolonged QT, Fainting episodes, Patient 
might be a young athlete. Recurrent. 


v Treatment — IV Magnesium Sulphate 
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# Troponin level 7 3-4 hours after an attack, and remains high for 2 weeks. 


# If a patient presents with chest pain suspicious of MI (especially if with RFs 
such as smoking, HTN, DM, Hypercholesterolemia, old age, pain on exertion): 


Wit ST elevation on ECG > MONA then PCI -preferred- (or alteplase). 


If ECG is normal but Troponin is high > LMWH (e.g. Fondaparinux). 


If both ECG and Troponin levels are normal and haemodynamically stable 
> Discharge home with “outpatient” Cardiology review. (Vv) Recent Exam 


® The first line treatment of thyrotoxicosis in general is > Carbimazole 

Except in 2 cases where PTU (Propylthiouracil) is preferred: 

1) A woman planning to get pregnant or she is in her first trimester pregnancy. 
2) Thyroid crisis (Storm). 


Otherwise, pick Carbimazole as it is used only once daily while PTU is used Twice 
or three times a day with a higher risk of liver injury. 


« N.B. Never use Radioactive iodine if there is Grave’s Ophthalmopathy or 
during pregnancy. 
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A woman in first trimester was found to have low TSH (hyperthyroidism) 


> recently asked Q). 


(Recently asked Q) 


A postpartum breastfeeding woman presents with palpitations, tachycardia and 
tremors. Her TSH is low. 


> Postpartum thyroiditis in the hyperthyroidism phase. 


> Give to manage the symptoms of palpitations and tremors. 


Postpartum thyroiditis usually resolves on its own in 1 year after delivery. 


2 Important Points on Congenital Adrenal Hyperplasia (Autosomal Recessive): 


@ (1) It may present in neonates and children with the following features: 


* Female > Ambiguous genitalia. 

* Male > Penile Enlargement, Hyperpigmentation 

* Infant Male > Salt Wasting (due to Aldosterone Deficiency) 
~> Vomiting, Weight Loss, Dehydration, Nat, 
> (11-8-Hydroxylase Deficiency) 


If this is the stem, we order -> Aldosterone level. 


(2) In adults: 


AQ Copyright Warning! Tolulope VW 
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* Males > No signs, may be hyperpigmentations (due to 7’ melanocyte- 
stimulating hormone) “not asked in exam” 


* Females > Hirsutism (excessive hair growth in face, chest, back), Acne, early 
pubarche, Oligomenorrhea (due to 7 17-hydroxyprogesterone that is 
converted into androgens; testosterone, androstenedione). 


If this is the stem, we order > |17-hydroxyprogesterone. 


Also, remember that the commonest form of Congenital Adrenal Hyperplasia is 
21 alpha-hydroxylase deficiency. 


Remember that polycystic ovarian syndrome (PCOS) is different: 
@ Inability to conceive (infertility) + Obesity + Acne + 7 LH 


> Polycystic ovarian syndrome PCOS (order pelvis ultrasound) 


| Key | A 54 YO man know case of DM and HTN on metformin, ramipril and 
17 | bisoprolol. His blood pressure is 135/88 and his BMI is 30 kg/m2. His labs: 


Urea 7 (Normal: 2-7) | Creatinine 140 (Normal: 70-150) 
eGFR 65 (Normal >90) J HbA1c 52 (Target: < 48) 


Remember these Important points: 


+ If the patient has new Dx of DM-2, advice firstly for lifestyle modifications. If 
after this, his HbA1c is still > 48 > start 1 hypoglycemic (e.g. metformin). 


¢ If the patient is already on Metformin, and his HbA1c is high but < 58 
> Advice for lifestyle modifications. 


¢ If the patient is already on Metformin, and his HbA1c is > 58 
> Add another hypoglycemic agent. 


The patient in this stem belongs to the second point. He is already on metformin 


but still a bit hyperglycemic. As his HbA1c is <58, the answer would be > 


ontinue the same management but encourage lifestyle changes. (Recent Q) 
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ulmportant Mnemonics for Hypoglycemicsig 


e With bad kidneys (GFR < 30), do not use MS (Metformin, 
Sulphonylureas). 


e The heart has 4 chambers, so with HF (and pancreatitis), do not use DDP4 
inhibitors (gliptins). 
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¢ Also, the Pie (Pioglitazone) comes with the die (Risk of bladder cancer). 
So, Pioglitazone has a risk for Bladder Cancer. Pioglitazone is also 
contraindicated in HF. 


¢ Hypoglycemics that cause weight gain (4) are SPR (Sulphonylureas, 
Pioglitazone, Repaglinide). The rest cause weight loss (J) except DDP4 
inhibitor Which has no effect on the weight. 


e SPR without the P have risk of hypoglycemia: Sulphonylureas and 
Repaglinide. 


Key | Epistaxis (Bleeding per nose) 
18 


1*, do first aid measures: 

+ Lean forward, open mouth. 

- Pinch the cartilaginous (soft) part of the nose firmly and hold for 10-15 
minutes while the patient is breathing per mouth. 


If the patient is haemodynamically compromised (Unstable) 
> 


A recent question: 
« Recurrent episodes of Epistaxis + 


Visible blood vessels are seen on the anteroinferior part of the nasal septum 
bilaterally + 


* No active bleeding at the time of presentation to a GP surgery. 


> Bilateral Nasal Cautery. Or Topical Naseptin (Chlorhexidine and neomycin). 
(Recently asked Q) 
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What if there was an Active bleeding? 
> Nasal Packing 


Key | A 22 YO male was hit on his right ear while playing rugby. He complains of 
19 | intense ear pain. The tight pinna is red and tender but without swelling. His 
tympanic membrane is intact. What is the management? 


As there is no swelling > discharge on (to relieve the pain). 


What if the pinna shows swelling (hematoma)? 


> refer to otolaryngologist for incision and drainage. 


Key | Removal of Ear Foreign Body: 
20 | . Insect: 


- 1%t- Kill it with Lidncraine 2% or Olive nil ar Mineral oil ar Aleahal dranc. 


- 2°4: Syringe it out by water irrigation or olive oil. 


+ Seed (e.g. beans, pea) > “Routine” not urgent referral to ENT to remove it 
by Suction with a catheter or by a hook. 


NEVER Irrigate it as it would swell causing more discomfort and difficulty to 
remove. 


+ Super Glue 
- It could be removed manually in 1-2 days (after desquamation). 
- Or: refer to ENT if ear drum (TM) is involved. 
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+ Earwax build up > a few drops of olive oil to soften the hard wax. 
+ Batteries > Refer to ENT as they should be taken out within 24 hours. 
+ Any spherical object > Hook. 


+ If any object from these in an intellectually disabled person (e.g. Autistic 
child) > Remove under General Anaesthesia by ENT. 


Referral to ENT in the following situations: 


a Copyright Warning! Tolulope VW 


- Ifthe patient requires sedation. 

- If there is any difficulty in removing the FB. 

- If the patient is uncooperative. 

- Ifthe TM is perforated. 

- Ifan adhesive (e.g. Super glue) is in contact with TM. 


E.g. Scenario: an autistic child with beans stuck into his ear Remove under GA. 


A new question: 


AS YO boy has a pea stuck inside his right ear while eating dinner. His TM is 
intact with a wax covering it. 


There was not an option with (suction with a catheter) or (remove by hook) 


In this case, pick > Routine referral to ENT. “not urgent referral” (Recently 


asked Q) 
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Key | Plummer-_ Triad of: 
21 | Vinson 


Srndvome + dysphagia (secondary to oesophageal webs) 


+ glossitis 
+ iron-deficiency anaemia 


Treatment includes iron supplementation and dilation of the webs. 


Alcoholic Liver Disease. (Recently asked Q) 


# Hx of heavy alcohol consumption. 


¢ Signs of liver disease/ cirrhosis: Ascites, Hematemesis, Jaundice, 
Hepatomegaly, Spider naevi. 

# In Alcoholic liver disease: 

Both AST and ALT are elevated; however, AST is more elevated than ALT 
-+> | AST-ALT ratio (e.g. AST:150, ALT: 70). 


# In Alcoholic liver disease: 


Gamma Glutamyl Transferase (GGT) is also increased. 


@ Stop Alcohol 
@ Consider Liver transplant 6 months after alcohol abstinence in late cases. 


rxmi Acute Mesenteric Ischemia Ischemic Colitis 


Sudden onset Onset is gradual over hours 


VERY SEVERE pain and tenderness. Moderately Severe. 
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Hx of AF 


Multifactorial (transient interruption 
of blood supply) e.g. HF. 

HF on top of MI. 

Usually starts at left iliac fossa 

- | Bloody diarrhea. 

Rx: Urgent Surgery Conservative or Surgical 


Scenario (1) 

An old patient presents whit 2-hour severe and persistent abdominal pain of an 
acute onset. There are abdominal dissension, generalised tenderness and 
absent bowel sounds. 

Venous blood shows lactate of 6 (Normal: 0.6-2.4) 

ECG > Atrial Fibrillation. 


> Acute mesenteric ischemia 


Scenario (2) 

An old patient with Heart failure and Diabetes presents complaining of a 16- 
hour abdominal pain that has begun at the lower left abdominal quadrant. The 
pain is of a gradual onset. On examination > generalised abdominal 
tenderness, mild fever and rectal examination shows blood. 


> Ischemic Colitis. 


Recent Question: 


A60 YO man presents complaining of severe abdominal pain and bloody stools. 
The pain is cramp-like and is of a gradual onset. He had MI 2 days ago and was 
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treated with thrombolysis. He also takes azathioprine for crohn’s disease. His HR 
is 90 and Temperature 37.5 C. 
What is the likely cause for abdominal pain and bloody stools? 


Gradual onset pain + Bloody stools + MI 
> Ischemic colitis. 


The question asked about the site also, you need to know that Ischemic Colitis is 
commonest at the Splenic Flexure as this area has fewer collaterals (called: 


weak spots/ watershed) 


The answer is: 


> Ischemic colitis at the splenic flexure 


Another correct answer: 


> ischemia at watershed areas of splenic flexure and rectosigmoid. 


The stem does not mention signs of flare-up of CD. 


Key | Post-hemicolectomy, a patient was commenced on parenteral morphine for 
24 | pain. 2 days later, he developed SOB with RR of 30 and O2 saturation of 87%. 


The most appropriate management 
> Commence O2 by face mask immediately. 
(ABC: Airways, breathing, circulation). 


Remember that (opioid toxicity > | RR -resp. depression-). Here, 7 RR. 


Key | @ Opioid (e.g. Heroin) overdose > give Naloxone. 
25 
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Respiratory Depression (Low RR) 
- Low BP 
- LowHR 
- Pinpoint pupils (constricted pupil) 
- Constipation 


+ Heroin (opioid) toxicity > |Give Naloxone. 


Q Copyright Warning! Tolulope VW 


@ Opioid (e.g. Heroin) wants to quit opiate, the drug that helps him combat 
withdrawal symptoms > 


Methadone is the Method number 1 for (detoxification); reducing withdrawal 
symptoms in opioid addicts 


Recent PLAB-1 exam Genetics questions 


& A father has Becker muscular dystrophy [X-linked recessive 
disease]. He has 2 sons and 2 daughters. Who will be affected 
and who will not be affected? 


The father is affected (xY). The small x is (x-linked recessive). 


The father will pass (Y) to his “Sons”; therefore, the sons will neither be affected 
nor carriers. “They will take Y from their father whose x is affected. 


As for the 2 daughters, each of them will take the affected x from the father and 
another “Healthy” X from their mother. So, both daughters will just be carriers. 


The answer is: 


> 2 sons are completely Healthy and 2 daughters are Carriers. 
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(3) Copyright Warning! Tolulope VW 


2 parents are carriers of Congenital Adrenal Hyperplasia. 
What is the possibility of their child being affected? 


CAH is an Autosomal Recessive disease, 
> (1:4 (25%) a child will be affected 
> (1:2 (50%) a child will be carrier. 


Quick Revision: 


Autosomal Recessive AutosomalDominant X-Linked Recessive 


If Both Parents are If One parent is Affected If Mother is Carrier 
Carriers > > 50% chance of achild —> 50% chance of a Male 
25% chance of achild _ to be affected. child to be affected. 

to be affected. > 25% chance of a 


50% chance ofachild Grandchild to be 
to be a Carrier. affected. 


Pe,” eae a Py aa ee eS eee a ee eee ee 


YORE FINIUSIS PIMTTRB LUTE oS VIok dot VUCTICHIE WIMStUial 


Dystrophy (DMD) 
Congenital Adrenal 
Hyperplasia Neurofibromatosis Haemophilia 
(21-hydroxylase 
Deficiency). 
Autosomal Dominant 
Thalassemia Polycystic Kidney 


Disease (ADPKD) 
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Q) If a father has Alport syndrome. What is the chance that 
his “male” son being affected? 


Answer) > 


Alport's syndrome is X-Linked disease. 

The father will pass "Y" Chromosome to his son "Male child" not the affected 
"X" chromosome. 

Therefore, fathers with X-linked diseases CANNOT pass their disease to their 
Sons! (0%) 


| Key || Trichomoniasis 
27 || (Trichomonas 


Vv Frothy, yellowish-greenish | Rx > Oral 
smelly vaginal discharge. Metronidazole 
Vv Vaginal itching is common. 
Vv Strawberry Cervix. 

V Vaginal pH: > 4.5 


Rx > Metronidazole 
+ Clindamycin 


V Thin, grey-white, fishy 
(VERY offensive) smelling 
discharge. 

V Vaginal itching is 
uncommon. 

V Positive Whiff test 
(Potassium Hydroxide). 

V Vaginal pH: > 4.5 


# White Thick discharge > candida (Vaginal Thrush). 


* Yellow-greenish offensive discharge + vaginal itching + Strawberry Cervix + 
pH > 4.5 > Trichomonas Vaginalis (Trichomoniasis). (Recently asked Q) 


* Offensive discharge Without itching + fishy smell + pH > 4.5 
> Bacterial Vaginosis (Gardnerella Vaginalis). 


Key 
28 


Hx of travel + Diarrhea > Bloody Diarrhea, Fever, abdominal pain 
> Think of Traveller's diarrhea; “Gram -ve Bacilli” 


« Rx “Important” > Erythromycin @ Azithromycin () Clarithromycin flor} 
Ciprofloxacin (2" line). 
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Salmonella/ Shigella/ Campylobacter Erythromycin or 
Azithromycin or 
Clarithromycin Or 
Ciprofloxacin 


* Traveller's diarrhea main causes are Salmonella and Campylobacter jejuni. 


* Both are gram -ve bacilli (rods). 


a ee ee | ee ee, ee ee a ee a ee ee ee en a Ce eer ee | a 


* TNEY dl SCr-iinitinif, OUL LPealinent Is MECGEU Especially if] CIGeMY ala TMOSe 
who are immunocompromised. 


V Salmonella first line > Ciprofloxacin. 
v Campylobacter first line > erythromycin or clarithromycin 2" +> Ciprofloxacin. 


In a recent exam, they did not give (azithromycin or erythromycin or 


clarithromycin) > Pick (Recently asked Q) 


An elderly male living in nursing home suffers from constipation. He is 
agitated and slightly confused. Rectal examination reveals impacted 
stool. What is the management? 


- Impacted stool > Phosphate Enema. 


- Hard stool but not impacted > Stool softeners. 

Constipation with soft stools > High fibre diet > Senna -stimulant 
laxative- (1% line), Lactulose or Macrogol (2 line) 

Pregnancy with constipation > Lactulose (1* line). 
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A recent question 


A man in care home on morphine develops difficulty in defecation. 
His fluid and diet intake are good. His stools are soft. 


> (answer was: Stimulant Laxatives). 


v Remember, if soft stools, no impaction, fluid intake is good 
> Senna (stimulant laxatives) is first line in general. 
V Lactulose or macrogol is first line in pregnancy. 


30 


A recent question 


Aman underwent surgery for hip fracture and is likely to be immobile for the 
next days. His past medical history is unremarkable. What should be give to 
reduce the risk of venous thromboembolism? 


> Prophylactic dose of low molecular weight heparin (LMWH 


Examples of LMWH > Fondaparinux J Enoxaparin 


ei A recent question 
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PL. .t. 
Cna la: 


A chalazion (Meibomian cyst) is a retention cyst of the Meibomian 


‘Applying a warm compress to the affected eye can help | 
v 4 weeks after conservative management (e.g. applying warm compresses) if 


the chalazion still present: 
> refer to an ophthalmologist (esp. if large and symptomatic) 


A recent question Copyright Warning! Tolulope VW 


On fundoscopy of Jaa Gu eiemicititey etuky, besides macular edema, 


hard exudates, dots and blots, one or more of the following would be a clincher: 
Arteriovenous nipping/ Copper or silver wiring/ Flamed shaped hemorrhage 


Management > Control HTN. 
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Note, the Hx of uncontrolled HTN (> 140/90) + dots and blots, ischemic changes, 


hard exudates > Hypertensive retinopathy. The above clinchers may not 


always be given. 
A recent question 


After being in a dark room watching a movie with her friends, a girl has been 
brought to the ED complaining of sudden severe right eye pain and redness + 
nausea and vomiting. She has Hx of blurred vision and recurrent episodes of 
headaches. Her pupil is fixed, dilated, ovoid. 


¥ The likely Dx > Acute angle closure glaucoma “Narrow angle glaucoma”. 
V The likely visual symptom — Coloured Halos. 
V The next step > “measure IOP”, 


V The likely affected structure > 
Remember: 


Acute Iritis Acute Angle Closure 
Glaucoma (AACG) 


Photophobia Marked Mild 
Anterior Cells and Flare “Hypopyon” Shallow anterior chamber 
chamber 
Pupil Irregular “distorted”, Fixed, semi-dilated 
constricted, sluggish to 
react 
oP Variable High 
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Cornea Keratitic precipitates Oedema “Hazy, Dull, 
Cloudy” 
Associations Ankylosing Spondylitis Systemic association e.g. 
Reactive Arthritis Nausea and Vomiting 
IBD (UC, CD). 


Cyclopentolate, Acetazolamide 


Atropine, Pilocarpine eye drops. 

Prednisolone beta-blockers, steroids, 
analgesics, antiemetics 
Peripheral iridotomy (IP) 


a A recent question 


# Frequent change of spectacles (glasses) but always come again for error of 
refraction = refraction changes (lens problem) + Myopia 


Suspect — 


Important Collection 


© Myopia > 


a “Progressive \ visual acuity and peripheral filed 
vision in an elderly + disc cupping” 


4a “Glare, Dazzling — halos-, Hx of long steroid intake, Changing 
glasses”, 


4 Retinal detachment, “Floaters and Flashes + Curtain falling over vision”. 
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@ Hypermetropia > 


@ \Acute Angle Closure Glaucoma (Headache, Halos, pupil is semi-dilated, Hard 
globe, Corneal Oedema) 


Key | @ Hx of Gl issue, Diarrhea > turns Bloody > Renal Failure (Hematuria, 
35 | proteinuria...etc). 


i Features of Anemia (e.g. Pallor, Fatigue) + Low Platelets 


+> Hemolytic Uremic Syndrome (especially in young people). 


Hematuria + HTN Polycystic Kidney Disease (ADPKD) etal 
Hematuria + Hemoptysis | Goodpasture Syndrome Anti-GBM Abs 


Hematuria + Hemoptysis | Wegener's (Granulomatosis with 
+ Nasal/Sinus problems | Polyangiitis) 


Hematuria + Bloody Hemolytic Uremic Syndrome (HUS) |[www.Piabtkeys.com| 
Diarrhea 


(after GI infection) 


Key | Hematuria that develops after a Hx of Upper Respiratory Tract 


ba infection (URTI) “Sore throat/ Coryza) is either due to: 


¢ IgA Glomerulonephritis (Berger’s Disease) [OR] 
¢@ Post-Streptococcal Glomerulonephritis. 


1-2 Mays after URTI 1-2 weeks after URTI 


Main presentation > Hematuria. | Main Presentation > Proteinuria 

Usually Young Males ¢ Associated with Complement levels (C3). 
¢ Renal biopsy > “Humps” on electron 
microscopy. 


= A recent question 


®& A56 YO old woman, Severe headache, Chronic kidney disease, Hypertension. 
Her brother died at age of 40 due to cerebrovascular problem. 


Se oe oe ee ne ey eee a Ses 


PRE TREY VA 7? SUNGTACHINOI MEMO icke. 
+ Polycystic Kidney Disease > Berry Aneurysm > 
# Polycystic Kidney disease is an autosomal dominant (strong FHx as seen here), 
# Commonly asked association > berry aneurysm > subarachnoid hemorrhage. 
Polycystic Kidney Disease (ADPKD): 

(Hypertension and repeated kidney stones) or (HTN + CKDs with FHx) 


Vv Association: Berry Aneurysm > Subarachnoid hemorrhage (Important v) 
v Another Association > SIADH > Hyponatremia. (Important v) 


4 A recent question 
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@ An elderly with metastatic colorectal carcinoma presents with colicky 
abdominal pain, vomiting of fecal content. O/E, the abdomen is distended with 


high-pitched bowel sound. 


The most appropriate management to relieve his symptoms 


> NGT “Nasogastric tube”. 


NGT is used in palliative patients if: 
¥ vomiting of fecal contents, or: 
V Persistent vomiting that does not respond to anti-emetic (e.g. cyclizine). 


Q Copyright Warning! Tolulope VW 


= A recent question 


Red circular itchy rash > Likely fungal infection 
“ringworm infection = dermatophytosis” 


Give > 


(Note, Fusidic acid “Fucidin cream” is antibacterial and thus not suitable for fungi) 
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& The likely Dx > Xanthelasma 


Tinea Capitis 


V It is a fungal infection involving the hair follicles and causes hair loss 
(Alopecia) very rapidly. 


V Because of the risk of scarring, treatment is with a systemic (oral) antifungal 


such as > Oral Terbinafine, itraconazole, or fluconazole. 


Vv In children, Griseofulvin is used. 
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Key 
42 


A recent question 


@ A swelling behind the knee {in the popliteal fossa), usually asymptomatic, 
round, smooth, non-tender > Baker cyst (popliteal cyst) 


Key 
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A recent question 


@ A toddler (1-3 YO) presents with severe pain and tenderness of shin cannot 
walk or stand. This happened after a fall. No deformity, No Bruises. X-ray looks 
normal, 


The likely Dx > (toddler's fracture) 


Key 
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A recent question 


@ A child presents with Sudden HIGH Temperature followed by non- 
itchy rash on CHEST or legs then spreads to body. 


The likely Dx — Roseola. 


Key 
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A recent question 


Erythema infectiosum (fifth disease) Parvovirus B19 
Children: Slapped cheek appearance (bright red rash on both cheeks, may 
spread to body, may be itchy if involves the feet soles) 


A7 YO child presents with his mother to a GP complaining with rash on cheeks 
sparing the nasolabial folds and the eyes. The rash started 1 day ago and soon 
spread on proximal limbs and trunk. He has mild fever. One of his school mates 
suffered from the same rash a few days ago. 
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Management > Rest and Analgesia. “parvovirus is self-limiting” 


Once the rash appears, the patient becomes non-infectious > Thus, no need to 
exclude from school. 
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A recent question 


A hypertensive patient on Enalapril (ACE inhibitor) developed annoying dry 
cough. 


> (Give ARBs e.g. instead -important-). 


Key 
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& In any patient on Warfarin, the most important symptom that he needs to 


urgently report is 
> HEADACHE 


(This is because people on warfarin are liable to subdural hematoma which 


munsante itlokh haadasha and athay» fanwesivaeh 


FOE See FER CU ECED CUNNONONSE OMe BEEENS WRT JS wy 


A recent question 


& In any patient on the most important symptom that he 
needs to be urgently reported is 
+> Severe, sudden Heartburn) ff or Chest pain (either is correct) 


Q Copyright Warning! Tolulope 


¢ After prescribing oral bisphosphonate (e.g. Alendronic Acid) 
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— Inform the patient that dyspepsia and reflux are common in the 
first month of treatment and often improve with continuous use. 


A recent question 


Also, inform the patient to seek advice if he develops a new 
symptom of heartburn. 


¢ To reduce severity of these symptoms — Take the oral bisphosphonate 


while in an upright position and maintain an upright position for a 
minimum of 30 minutes after taking the medication. 


¢ Swallow the pills with a glass of plain water, do not suck or chew them (risk 
of oropharyngeal ulcers). 


¢ In osteoporosis patients who are already on alendronate —- DEXA 
scan (for bone mineral density) should be checked every 3 to 5 years. 


¢ In osteoporosis patients who have stopped taking alendronate — 
DEXA scan (for bone mineral density) should be checked after 2 years. 


2 forms of oral alendronic acid: 


— 70 mg once weekly OR 10 mg once daily. There is no monthly regimen. 


* T-Score: assessed by DEXA| and reflects Bone Mineral Density (BMD): 
1) -1 or higher > Normal 

2) Between -1 and -2.5 > Osteopenia 

3) -2.5 or lower > Osteoporosis (e.g. -2.7 > osteoporosis) 
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Key| A recent question 

49 
@ A 45 YO man with low moods, anhedonia “inability to feel pleasure.”, poor 
sleeping and eating. He feels guilty because he was not faithful to his wife who 
has a terminal stage breast cancer. In fact, his wife is healthy and does not have 
a Dx of breast cancer. 


The likely Dx > Psychotic depressio 


Vv He has features of depression > low mood, anhedonia, poor eating and 
sleeping. 

+ 

Vv Features of psychosis > Delusions of guilt, Delusions that his wife has cancer. 


A recent question 


@ A young girl with SOB, wheezes, worsening cough, Hx of eczema. The most 
appropriate next diagnostic step is 


-> Eatromarronnith bronchodlatonreccrsiblliita. 


Key 
51 | A Smoker with chronic productive cough for 6 months, SOB, wheezes 


> (or COPD is bronchitis is not given) 


2 A recent question 


® A50 YO man with dysuria and hematuria. Treated with nitrofurantoin. 
Presents again complaining of persistent hematuria but the dysuria has 
subsided. 
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@ After successful treatment of UTI, the persistence of Hematuria is suspicious 
especially in those > 45 YO even if no risk factors for bladder cancer. Thus, 


> Refer the patient for a 2 week wait appointment with urology or nephrolog 
Cystoscopy might then be done by a urologist. 


2 weeks wait (urgent not routine). This is the usual in the UK. 


Key 


A recent question 
53 


@& Prolonged “indwelling” urinary catheter 
+ 

— Bluish (Purple) urine bag colour 

+ 


No UTI symptoms but urine = stick shows 1+ protein, 1+ RBCs, -ve nitrates 


The best investigation > Urine Culture 


Key 


A recent question 
54 


TCA (Tricyclic Antidepressant) Overdose 
(e.g. Amitriptyline) 


@ Excessive sedation, Dry mouth and skin. 
& Sympathomimetic effect: tachycardia, Sweating, Dilated Pupils. 
@ ECG: Sinus tachycardia (Common), Prolongation of ORS, QT, PR 


Dilated pupils — Dry mouth — Dry flushed skin — Drowsiness — Hypotension — 
Urine retention — Tachycardia — Severe Sedation 
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@In a recent exam, the candidates were asked about the dose of 
the Sodium Bicarbonate, the answer was: 


> IV fluids + Sodium Bicarbonate 50 ml of 8.4% IV. 


ol A recent question 


@BA22YO 2 with a BMI of 12 kg/m? was admitted to the medical ward for 
feeding through a nasogastric tube. What electrolyte abnormality is expected? 


> Hypophosphatemia|(\ Phosphate} 


[Refeeding Syndrome] 


po A recent question 


@ A 36 YO presents to the ED with a Severe headache with vomiting for 1 day. 
The headache started when he was lifting weights in a gym. He has photophobia 


and neck stiffness and GCS of 12/15. A CT head is ordered and it shows: 
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His BP is normal with mild tachycardia. Which drug is useful in this case? 
[Aspirin Jor: Clopidogrel Jor: Sumatriptan [Jor: 


V Firstly, this is a case of Subarachnoid hemorrhage (SAH). 
Vv The hyperintense areas on the CT > blood in the subarachnoid basal cisterns. 
V In SAH, cerebral vasospasm can occur 4-12 days later and it is severe. 


@ To diminish this anticipated cerebral vasospasm, 


> we give calcium Antagonist (e.g. Nimodipine). 


Qa Copyright Warning! Tolulope 
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A recent question 


@ A man was sitting on the passenger seat when the card went into a road 
traffic accident. He was hit in the left side. 


The most commonly injured organ is > Spleen, 
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4 A recent question 


@ A stem with long history of a patient after RTA being managed in a critical care 
unit with an X-ray showing an NGT curled above the hemidiaphragm. 


Coiled NGT after Road Traffic Accident > Diaphragmatic Rupture 


Key 
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A recent question 


& Astroke patient in the critical care unit has been unable to feed orally. 
Therefore, an NGT is inserted for enteral feeding. 


The most accurate way to assess the right placement of NGT is: 


> Assess the position using Chest X-Ray, 
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A recent question 


® The strongest genetic risk factor for Alzheimer's disease (AD) 


> |APOE £4 gene 


Vv 


Key 
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A recent question 


@ 19 YO &, BMI 21, thinks that she is obese. She eats uncontrollably and then feels 
guilty and thus performs self-inducing vomiting and heavy exercises. 


The likely Dx — |Bulimia Nervosa. “Classic case" 


@ 18 YO 9, BM is 17.8, has bilateral parotid swelling, and thickened calluses on 
the dorsum of her hands. 


The likely Dx + Bulimia Nervosal, “BMI > 17.5 + Parotid swelling” 
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The coming points are also recent exams recalls: 


@ Supraventricular tachycardia treatment > Rx: 
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®& The Mode of inheritance of BRCA (in breast cancer) > Autosomal Dominant 
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& An elderly female with end-stage breast cancer admitted 5 days ago for 
abdominal pain. She has not opened her bowel nor eaten anything for the last 
few days. She cannot take her oral medication as she finds it difficult to swallow. 
She lacks capacity. Her daughter is concerned about her mother’s oral intake. 


The appropriate action > encourage small sips of water and mouth care. 


This patient is dying. The palliative care objection here is to ensure a peaceful 
and comfortable death. Mouth care and being moisture is what matters here as 
she is already in her last days. 
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@ All forms of congenital adrenal hyperplasia (CAH) are inherited in an 


> manner. 
If both parents are carrier > 1:4 chancer their child will be affected, 


[ Key 
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Croup management 


If not severe > Oral dexamethasone (is given to all croup patients). 


If severe and the patient is severely unwell > 02 + Nebulised adrenaline 


Remember, croup features: 

Vv stridor 

v barking cough (worse at night) “often the hint” 
v fever 

¥ coryzal symptoms 

Vv X-ray > Steeple sign. 


Key 
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& The major complication of untreated chlamydia “and N. Gonorrhea” in 
is: > (Epididymo-Orchitis) or (Epididymitis). 
> Unilateral Testicular Pain. 


@& The major complication of untreated chlamydia “and N. Gonorrhea” in 


is: > (Salpingitis). 


®& Aman has a single TIA “Transient Ischemic Attack” and he is now fit for 
discharge. What should you advise him about car driving? 


PISHOPEAGHVINE TOR SEIESSEMIMONIE (recent question) 


When to inform DVLA? 
- If group A driver (Car) and has MULTIPLE TIAs within a short period. 


- If group B driver (Lorry or Bus) and has a SINGLE TIA. 
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& Testis cancer > order LDH (lactate dehydrogenase 


# Remember in Haemochromatosis, the triad: Hepatomegaly + DM + Bronze 
Skin t Arthropathy. 

# Remember that the “Liver” is the most likely organ to get cancer in 
Haemochromatosis (Due to Cirrhosis and iron deposition). 


@ The greatest risk factor for ectopic pregnancy > PID “pelvic inflam. Disease 


@ The greatest risk factor for bladder cancer > 


‘O(Oculomotor) 39CN —‘T (Trochlear) 4'° CN 
Same side Opposite side 
Dilated pupil, ptOsis Diplopia on Downgaze 


Example: After getting a hit on his face, a boy sees double when climbing 
the stairs. He also sees double when looking to the right side. 


The affected nerve is > Left Trochlear nerve 


Climbing the stairs = “downward gaze” > Trochlear > opposite 


Example: A man complains of double vision when looking to the right. The 
likely affected nerve is > 


Diplopia on lateral gaze > Abducens nerve (Same Side) 
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& A woman has delivered a baby 6 weeks ago. She feels sad and has no interest 
to feed her baby. She eats poorly and has poor sleeps. She says that the baby 
has evil eyes. 


¥ The likely Dx > Post-partum psychosis. 


¥ Clues: baby has evil eyes — lacks caring for baby. 


Vv Checks the doors several times. 
v Turn the light on and off several times. 


> Obsessive compulsive disorder (OCD 


Rx > Cognitive behavioural therapy (CBT) 


o Excess intake of SSRIs (e.g. Fluoxetine, Sertraline, Citalopram) 


> fever, sweating, tachycardia, agitation, confusion, muscle rigidity/ twitching, 
neck stiffness, others 


+ Serotonin Syndrome 


no Excess intake of Dopamine antagonist (e.g. Metoclopramide/ Haloperidol), 
or potent antipsychotics (e.g. Clozapine). 


> fever, sweating, tachycardia, agitation, confusion, muscle rigidity/ twitching, 
neck stiffness, others. 


> Neuroleptic Malignant Syndrome. 


Key 
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@ A65 YO man has just suffered from myocardial infarction and is now to be 
discharged. He feels sad, avoids eye contact, and skipped his last 2 meals. 


The likely Dx > 
vRx> (The best SSRIs in M1 is Sertraline). 
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If not in the options, pick (Citalopram) “the 2™ line SSRI in MI patients” 
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®& A lung cancer patient with shoulder pain has been shifted from oral morphine 
to fentanyl patch due to nausea caused by oral morphine. He was also given 
metoclopramide for nausea and vomiting. A few hours later, his neck has 
become weak and stiff. What is the reason for these new symptoms? 


> Side Effect of Metoclopramide treatment, 
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A man with bipolar disorder for 10 years and knee pain for which he takes 
ibuprofen develops tremors, vomiting and confusion while travelling a long 
distance. 


The most appropriate test to be done > Serum Lithium concentratio 


Note, Diuretics and NSAIDs (e.g. Ibuprofen) increases renal reabsorption of 
lithium and hence, the serum lithium increases and may lead to toxicity. 
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@ A 40 YO smoker and overweight female presents with heavy periods 
(Menorrhagia). She would like a long-term contraceptive method. 


> US (e.g. Mirena = levonorgestrel intrauterine system) 


« Remember, in a sexually active & (requires contraception) with menorrhagia/ 
dysmenorrhea/ or fibroids not distorting the uterine cavity 


The first line > Mirena (IUS) = Levonorgestrel Intrauterine System 
¢ Furthermore, this lady has contraindications to COCP (Obesity, Smoking). 


Key | @ A man with HIV refuses to use condoms and refuses to tell his wife about his 


80 


diagnosis. What should be done? 


First Step “initial step” > Encourage him to tell his wife, 
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Second step > Notify his wife through the “Partner Notification Programme’ 


- This programme is to notify about the sexually transmitted infections (STIs) 
and/or HIV as they are communicable disease. 

- The wife has to know in order to get investigations and proper treatment if 
required. 

- Firstly, the affected patient is asked to inform their spouse within a time 
frame. If he does not, then the “[partner notification programmes” should 
inform the spouse. 
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®& Small renal stones (<5 mm) > Encourage to 4 fluid intake. 
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@ If aman has a “Receptive” anal intercourse -> Rectal swab for screening for 


Chlamydia/ N. Gonorrhea “NAAT” is needed. 


NAAT: Nucleic-Acid Amplification Test for STDs 


@ If aman has a “Penile sexual contact” = “Insertive” > + First 


“first 20 ml of urine” should be sent for culture and microscopy. 


Both had been asked in recent exams. 


In other words, 


¥ During anal sex, the partner inserting the penis is called the “insertive” partner (or 
top) > Urethral Swab is needed + First Void Urine Sample 

¥ The partner receiving the penis is called the “receptive” partner (or bottom) > 
Rectal Swab is needed. 


Receptive anal sex is much riskier for getting HIV. 


Screening Tests for > HIV, Hepatitis B, Chlamydia and N. Gonorrhea are needed. 
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@ COPD patient presents with: 


FEV1 < 30% predicted 
less than or equal to 92% on room air 


The next step > Assess of Long term O2 therap 


® Management of Flare-ups of Atopic Eczema 


* 1st line > Topical Emollients 


Key | @ An elderly lady with breast cancer has learning difficulty was offered to 
85 | be ona new medication trial but her daughter disagreed? What to do next? 


> Refer the patient to psychiatrist to assess her capacity to refuse 


®@ A child with high fever for 5 days, strawberry tongue, cervical 
lymphadenopathy. The feared complication is > 


(Kawasaki disease). 


Key 
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Linear tracks on skin (Burrows) + Severe Pruritus (itching), specially at the skin 
fold “flexures” of > wrists, finger webs, elbows, oxilla, areola, genitalia, 


& First line treatment > (not 0.5%). 


¢ Usual hint > an elderly in the Nursing Home @ 


v Acute alcohol withdrawal symptoms (sweating, agitations, tremors, altered 
mentation) 


> Chlordiazepoxide “First” + then give Thiamine (Vit. B1) 
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Vv If with “seizure” or “Hallucination” [i.e. Delirium Tremens] 


> IV Lorazepam. Or “If IV Lorazepam is not in the options) 


Vv Wernicke’s encephalopathy (CAS: Confusion, Ataxia, Squint: ophthalmoplegia, 
Nystagmus, diplopia), 


> {V Vitamin 84] (Thiamine) (iv Pabrinex) or (High potency Vitamin B Complex). 


WAn alcoholic wants a medication to serve as a Deterrent when he takes 


alcohol “Abstinence” > 


WAn alcoholic wants a medication to help reduce withdrawal symptoms 


> Chlordiazepoxide, 


Q Copyright Warning! Tolulope VW 


v An alcoholic wants a medication to reduce his Craving for alcohol > 
Acamprosate. 


Example 1), 


3 days post-hernioplasty, a 55 YO patient has become agitated, aggressive, 
confused and developed auditory hallucination. 
Hb (normal), MCV 112 (high), Gamma-GT (high), ALP (normal). 


The most appropriate management > 


v Although this stem does not mention a Hx of chronic alcoholism, we can spot 
this from the raised MCV and GGT. 
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Note, in a stem with post-operative patient develops confusion, aggressiveness, 


suspect > (Chronic alcohol consumption. 


v Since the patient has not been drinking for 3 days, he developed Delirium 
tremens (Hallucination is the clincher). 


V If the symptom developed in 6-24 hours after the surgery and there was no 
hallucination or seizures, it would only be “Acute Withdrawal Symptoms” such 
as sweating, tachycardia, anxiety, tremors. We would give 

> Chlordiazepoxide in this case. 


v If CAS (Confusion, Ataxia, Squint: ophthalmoplegia/ Diplopia), this would be 
Wernicke’s encephalopathy. We would give 
> Thiamine (Vit B1) 


Example 2 


On the fourth day post-operative day, a woman has become confused and she 
sees spiders on her bed. 


The likely Dx -> Delirium tremend 


(She is likely a chronic alcoholic and now develops hallucinations -seeing 
spiders- which indicate delirium tremens for which IV Lorazepam is used) 


Key | & An alcoholic man wants to quit. He wans a medication to help reduce the 
89 | withdrawal symptoms 


> Chlordiazepoxide 


(they did not ask about a medication to act as a deterrent; he needs a 
medication to Reduce Withdrawal Symptoms) “recent question” 
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@ On the fourth day post-operative day, a woman has become confused and she 
sees spiders on her bed. 


The likely Dx > 


(She is likely a chronic alcoholic and now develops hallucinations -seeing 
spiders- which indicate delirium tremens for which IV Lorazepam is used) 


90 


1 
@ Woman with breast cancer and widespread metastasis, has developed an 
increased thirst, Constipation and confusion. What is the likely cause? 


> Hypercalcemia. 
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Unilateral Loin/ Flank Pain 


¢ +ve HCG in urine or Pregnant (Amenorrhea) suspect 


* The pain started centrally then went to the right iliac region, + Nausea and 
vomiting, + Tenderness and rebound tenderness > Appendicitis. 
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* -ve HCG, the pain radiates from loin to groin + 7 WBCs and CRP + vomiting 
> (a stone at the lower part of a ureter). 


Ureteric pain is usually severe enough to make a patient writhing and twisting 
due to severe pain. 
a Copyright Warning! Tolulope W 
@ Hx of Undescended Testis (Cryptorchidism) increases the risk of 
testicular cancer by 10 times (Particularly: Seminoma “a germ cell tumor”) 
for which, we order Lactate Dehydrogenase (LDH). 


@ A young adult found outside a local pub with semiconscious level, profuse 
sweating, diaphoretic skin, GCS 12/15, tachycardia, hypotension. 
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First Ix > {alcohol induces hypoglycemia) 


Key | ® Aman with Obstructive Sleep Apnea (OSA), what shall he do regarding driving 
issue? 


> Encourage him to inform DVLA 


Key | 60 YO @ presents with Hx of Back and Ribs pain +being Thirsty + Tiredness. 
96 | Hb is 90 g/L (low) Ca’ is 4 (high) J ALP is 115 (normal) J ESR is 88 J eGFR is 45 
(low). 


@ The likely Dx > 
& The cell type to be found in BM > Plasma Cells, 


& The Most definitive Diagnostic Test > Bone Marrow Biopsy. Vv 


@ The likely finding on blood film > Rouleaux Formation. 


v Anemia is the commonest laboratory finding in MM. 
V Renal Impairment presents in 50% of MM cases. 
Vv In MM, High Calcium but normal ALP. 


Key |B In breast Abscess, the commonest causative organism 


97 | -> Staphylococcus aureus, 


Key | @ Hx of Trauma to the Breast (redness or bruises around the lump) + firm, 
98 | round, solitary and localized lump 
> 
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‘auda Equina Syndrome) > Perianal/ groin numbness (Saddle Paraesthesia) 
Inability to initiate voiding “urination” ] Back pain. 


@ Next step — 


& Old (> 60 YO), usually no splenomegaly, smudge cells, Cervical LNs, 
4 Mature Lymphocytes. 


a Noisy Respiratory Secretions — |SC Hyoscine Butylbromide, 
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@ 2 YO child was noticed by his mother to be gaining weight regardless of his 
poor feeding. There is gradual swelling of his face, feet and legs. The child feels 
fatigue and his urine is noted to be foamy. 


The likely Dx > Nephrotic Syndrome. 


V The most appropriate Investigation > |24-Hours urinary protei 

V The most definitive diagnostic test > 

Remember, Nephrotic Syndrome = Proteinuria + Albuminemia + Oedema. 
Thus, 24-hour protein in urine fy serum albumin levels are required to help in 


diagnosis. 


* Note, one important explanation of foamy urine is the presence of high 
protein in it. 


Key | @ A patient presents with temporal arteritis “Giant cell arteritis” 
103 
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(>55 YO, usually unilateral headache and pain on chewing, sometimes tender 
scalp and blurry vision) 


> the treatment is Prednisolone|l 
v If asked about additional treatment, pick (Aspirin) 


in a a a) hl ee 


As they receive high doses of prednisolone (corticosteroids), this would cause 
osteopenia, osteoporosis. Thus, a use of bisphosphonate may help prevent this. 


Key | @ Long-term medications after TIA > clopidogrel and stati 


Key | @ A case of bloody diarrhea and stool culture revealed gram negative 
105 | curved rods (likely: C. jejuni) 


Rx > ciprofloxacin 


See key #28. 


24 YO boy was able to walk with support when he was younger. However, 
he is unable to walk now. What is the next step? 


+> Request 


He was able to walk earlier, thus, not a developmental milestone issue. 
We suspect polymyositis > order Creatine Kinase. 


(O} a INR in most cases “Including Warfarin intake for AF, DVT” 
=> 


@ The target INR in mechanical valve replacement “Metallic Valve” 
> 3-4 
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Key | Aman on warfarin fell and presents with confusion. His INR was found to be 
108 | 6. What should be done? 


We suspect he has an intra-cranial hemorrhage (namely: subdural hematoma) 


Since intracranial hemorrhage is a Major Bleeding, 


we give > Prothrombin complex concentrate 


[ ae 
Remember: 


@ If MAJOR Bleeding: Q Copyright Warning! Tolulope V 
v Stop Warfarin. 

¥ Administer IV Vitamin K1 (Phytomenadione). 

v Administer Prothrombin Complex Concentrate (If not available > FFP). 

Note, Go for Prothrombin Complex Concentrate first, not Fresh Frozen Plasma, 


@ If INR is > 8 + Minor Bleeding: 
Vv Stop Warfarin. 
Vv Administer IV or oral Vitamin K1 (Phytomenadione). 


@ If INR 5-8 + Minor Bleeding: 
Vv Stop Warfarin and Check INR the following day. 
v Restart when INR <5. 


@ If INR < 5 (But higher than the target level): 
Vv Reduce “Or” Omit one or two doses of Warfarin. 
Vv Measure INR in 2-3 days. 
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Key | B if a post-operative patient presents with Chest pain, Dyspnea ¢ other features 
109 | of Pulmonary embolism (e.g. tachycardia, tachypnea, hemoptysis), 


> LMWH dose shall be increased and CT pulmonary angiogram shall be done 


Key | & The investigation of choice in pulmonary embolism is 
110 
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> A “CT Pulmonary Angio; h 


@ A patient is on warfarin and has surgery in a few days 


> Stop Warfarin it and commence LMW' 


o A woman persists that she has pancreatic cancer just like her dead husband. 
o A person believes that his benign lump is a cancer despite all reassuring 
investigations. 

o A minor headache is caused by a brain tumour. 

o Tiredness is caused by HIV. 

o A mild rash is the start of skin cancer. 


> Hypochondriasis (Hypochondriacal disorder), 


& A woman with depression after the death of her husband has completed 6 
months of SSRI and thus, he stopped taking her medication. After a while, she 
develops a feeling that she has pancreatic cancer just like her dead husband. 


The likely Dx > Hypochondriacal delusion. 
The next step > Neuropsychiatric analysis 
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@ An elderly man with Hodgkin's lymphoma has recently been treated with 
broad-spectrum antibiotics for UTI. Now, he develops bloody diarrhea and 
severe abdominal pain. 


- The Likely Dx -» Pseudomembranous colitis (Clostridium difficile). 


- Treatment of choice — Oral Metronidazole (1st line) 


- Sometimes the metronidazole would not be given in the choices. So, pick the 
second line treatment — Oral Vancomycin. 


One important complication of tonsillitis is Peritonsillar abscess (Quinsy). 


In peritonsillar abscess, there is usually high temperature, swelling on the soft 
palate or beside tonsils often with exudates. The pain is usually worse on one 
side of the throat. 


- Others: Sore throat, Dysphagia, uvular deviation, Drooling, altered 
voice “Hot Potato Voice”. 


- There is usually a Hx of sore throat for several days. 


Rx ® Antibiotics (IV Benzylpenicillin) + Aspiration or Drainage. 


& Another correct answer > 


Remember, first line antibiotic for bacterial tonsillitis > Penicillin-V 
(Phenoxymethylpenicillin) 


® A cancer patient has severe bone pain. Therefore, he was managed by 
Palliative radiotherapy. However, he still having pain 
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Give > Bisphosphonates 


Regarding death certificate 


* Write the “Disease or condition directly leading to death” clearly and 
specifically. 


Example 


wap CAsekbe, —S Meee l len ll aceaalanaubentatsel aadadtaasanlontatasteitiabadenmianeadt tcco@ecael «6 1,108 


Hwa Vt MVS 


® A cancer patient on paracetamol and codeine. However, his pain is still 
uncontrolled. What to do? 


+ Shiféto morphing 


We never go back in the pain ladder. 


@ A 45 YO female heads to the bathroom whenever she has a desire to pee. 
She also has frequency. 


> (Urge incontinence). 


Remember: 


Urinary Incontinence Management ( ) 


Incontinence > Involuntary leakage of urine. 


L 
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@ Leakage of urine during activity (sneezing, coughing, laughing). 
¢@ The cause > The bladder outlet is weak (weak tone) and cannot counteract 
the raised intra-abdominal pressure during activity. 


Also, with multiple vaginal deliveries > Pelvic floor muscles become weak. 


4 Treatment: 
V The initial Rx of choice > Pelvic floor exercise (at least 8 pelvic contractions, 3 


times a day, for at least 3 months). 


V If failed > Surgical retropubic mid-urethral tape = (Free-tension vaginal tape) 


V If surgery is not possible > Duloxetine. 


irge icontinence Detruso! vera ivi 
¢@ Leakage of urine when there is a sensation of need to void. 
When | feel the desire to pee, | have to go and pee! 
Or: 
When | feel a desire to pee, sometimes | slightly wet myself “Leakage” before 
making it to the bathroom! 


Cwhicse- eee athe bladder muscle (Detrusor) is overactivene haley cece) 


loss of urine. 


# Treatment: 
v Bladder drill (Retraining) > gradually increase the periods between voiding. 


(for 6 weeks) 


V If drugs are needed > (e.g. immediate release Oxybutynin 


@ Numbness and Tingling of the thumb, index and middle fingers 


> Think of Carpal Tunnel Syndrome 
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Pregnancy, is an important RF for Carpal Tunnel Syndrome (due to fluid 
retention). 


¥ Tinel Test is not always positive in Carpal Tunnel Syndrome “very low sensitivity”. 


Key | @ An old man with abdominal distension and pain, vomiting. O/E, empty 
120 | rectum and high-pitched bowel sounds 


> (Bowel Obstruction in managed by Surgical team). 


@ A patient brought in by friends from party, seen taking some substance. 
RR 6, hypotension, pupil constricted. 


> toxicity, 


121 


4 Suspect bronchiolitis in infants < 1 YO (especially 3-6 months old) and even young | 
children who have NO Hx of Asthma, and present with cough, coryza, fever, SOB, 
WHEEZES and importantly difficulty feeding and breathing. 


Management 


> Supportive (e.g. Paracetamol). 


@& Preterm + continuous ‘machinery’ murmur 
+> PDA “Patent Ductus Arteriosus” 


@& After removing a chest drain, a 40 YO man developed Tachypnea, Desaturation, 
Distended neck veins, Hypotension and | Air entry on the right side 


(suspected traumatic pneumothorax, O2 was given) the next step: 
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> Needle decompressio 


“Insert a large-bore cannula into the 2" intercostal space in the mid-clavicular 
line on the “affected side” 


ii Hemoglobin Level Before Surger 
125 


@ A patient is due for a surgery and his Hb was found to be 8 
> (‘Postpone” the surgery and Investigate for the anemi 


& Elective Surgery: 

4 If Hbis <10 > Delay “defer” “Postpone” the surgery and Investigate for 
the anemia reasons first. 

4 If Hb is < 8 > Transfuse Blood and also Defer the surgery. 


& Emergency Surgery: 
4 If Hb is < 10 > Proceed with the surgery. 
4 If Hb is < 8 > Transfuse Blood and Proceed with the surgery. 


Key | & An elderly female with a history of Atrial Fibrillation presents to the A&E with 

126 | speech disturbance and asymmetric weakness of face and arm. These symptoms 
started 3 hours ago. CT scan of the head shows no hemorrhage. The “long-term” 
management of this patient would involve: 


V The best next step > (or any other DOAC e.g. Apixaban) 


Remember: 
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Prevention (Long-term management) of Ischemic Stroke/ TIA: 


Control Blood Pressure. 
Statins (for All patients regardless of their cholesterol baseline level). 


Ani-platelets (or) Anti-coagulation: (Based on presence or absence of AF): 


. lf there is Atrial Fibrillation ~> Anticoagulants: Warfarin [or] DOAC 
(Dabigatran/ Apixaban/ Rivaroxaban/ Edoxaban). 


. lif No Atrial Fibrillation > Antiplatelets: Clopidogrel 75 mg OD. 


& The hormonal disturbance in Schizophrenia is > dopamine 
127 


Key 
128 | ® A child with rash on trunk for > 1 month. This is the picture of his rash: 
Warning! Tolulope VW 
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The likely Dx > Molluscum contagiosum “Pox Virus 


- White or pink papules with an umbilicated (depressed) central punctum. 

- They may be found anywhere on the skin. 

- They resolve spontaneously within 6-24 months. 

- If squeezed, they produce a cheesy material. 

- They usually affect children, and immunocompromised patients (e.g. AIDS). So, 
if a patient presents with extensive pink umbilicated papules, consider AIDS. 

~ Remember: CHILDREN, HIV (AIDS). 


® A 66 YO smoker and hypertensive patient presents with a sudden onset 
weakness of the right arm with dysphasia that resolved within 24 hours. 


@ The likely Dx > Transient Ischemic Attack (TIA). (Resolved within 24 hours) 
# The best next modality > Carotid Doppler Scanning 


Carotid duplex should be done within 2 weeks of admission to check for carotid 
artery stenosis to assess for the need of carotid endarterectomy. 


When to perform 
V If internal carotid artery stenosis is = 50% in @ (Men) 
V If internal carotid artery stenosis is 2 70% in 2 (Women) 


& An elderly with recurrent episodes of TIAs and Loss of Conscious. 


The likely reason > { 


¢ 


Vv Usually, 
¢@ AF is an underlying cause of Strokes. 
¢ Carotid stenosis is an underlying cause of TIAs with LOC. 


@ A man with TIA was found to have stenosis 65% on carotid doppler scan. 


> Consider Carotid endarterectomy 


@ An elderly man with dementia, recurrent visits to the hospital for bruises in 
the face, head and forearms. 


> Suspect “non-accidental injury)’. 


Someone is abusing this old man as the bruises are in suspicious sites. 
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If the cause was “recurrent falls” for instance, the bruises would have been over 
the hip, knee or shoulder joints, not in the face! 
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& An elderly man presents with bruises. He is disoriented and confused. He 
takes warfarin. 


~ Subdural hematoma, 


aiRestless leg syndrome (Willis-Ekbom Syndrome) 


133 
Vv Funny sensation (as insects crawl over legs) - aching, tingling, sometimes 
pain over legs especially at night [+] 

v Urgency to move the legs (moving legs relieves the symptoms) 


> Restless leg syndrome 


> Check iron (ferritin) 
+ If low > Give iron supplements (even if Hb is normal, what matters is ferritin) 


¢ If ferritin is normal > Give 


* Note, Restless Leg Syndrome does not usually require treatment. Advice to 
avoid alcohol, smoking, caffeine, sleep well, exercise is usually enough. 


+ Dopamine Agonists examples ~ Ropinirole, Pramipexole, Rotigotine. 
+ Drugs other than Dopamine agonist that could be used in restless leg 
syndrome — Gabapentin, Pregabalin (Lyrica®). 


Key | ® vegetarian with megaloblastic anemia (+ MCV) 


134 
— Vitamin B 12 Deficiency. 


Key | & A pregnant lady in her 22" week gestation develops hypertension. A useful 
135 | test to confirm diagnosis is 
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> (to look for proteins) 


@ Preeclampsia is a condition of pregnancy characterized by high blood 


pressure (hypertension) and protein in the urine 0.3 g/24 hr). 
® A man presents with regurgitation of stale food, halitosis and dysphagia 


+> Oesophageal pouch. 


& Aman presents with chest pain, occasional difficulty in swallowing both 
liquids and solids, recurrent chest infections 


The likely Dx > 


- Dysphagia to both liquids and solids. 
- Recurrent chest infection — mainly due to Regurgitation (seen in Achalasia) — 
Aspiration pneumonia. 


Key 
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@ The gold standard method to diagnose esophogeal carcinoma is 


> upper GI endoscop 


Key | @ After the death of his wife 6 months ago, a 55 YO man developed severe 
139 | depression, He thinks there is no point in living anymore and refuses any help 
or treatment. He has multiple lacerations on his forearm. What should be done? 


~ [Compulsory] Admission under Mental Health Act 


v As he refuses any medical support, “voluntary” admission is not suitable. 
Vv This law allows to admit people with mental disorders compulsorily “against 
their well” as long as there is risk either on themselves or on others. 
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| Key |e Projectile, non-bilious vomiting “= 30 min” after a feed in a 3-8 weeks neonate 


140 
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(+) Palpable Almond-seized mass on the upper abdomen 


(+) hypochloraemic, hypokalaemic alkalosis (Metabolic alkalosis: )Cl,  K*). 


(+) A hungry baby who wants to feet regardless of the constant vomiting. 


> Pyloric Stenosis 
v Dx “recent Q” — Abdominal Ultrasound |> Thickened pylorus 


A female patient with UTI was treated with amoxicillin but the condition has not 
improved. 


> Urine culture and sensitiv 


“to detect the exact causative organism and then commence an appropriate 
antibiotic this time”. 
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& A 33 YO previously healthy female developed nodular rash over shins, pain 
and swelling on both knees and angles, mild fever. 


The likely Dx > 


(Likely: Lofgren’s syndrome) 


The most likely appearance on chest x ray > Bilateral Hilar Lymphadenopath 


This nodular rash on skin is > erythema nodosum. 


Sore throat, Fever, Malaise, Cervical Lymphadenopathy, 


Exudates on tonsils (Regardless of Hx of travel) 


v¥ Likely Dx > Infectious Mononucleosis (= Glandular Fever). 


Copyrights @ Plab1Keys.com 


Vv The causative Organism > Epstein-Barr Virus (EBV 
¥ Investigation -> Heterophil antibody test/= . 


8 > Receiving ampicillin/ amoxicillin leads to a development of 
> Pruritic maculopapular rash. 


@ Rx — Supportive 


Recent Question: 
In IMN (Glandular fever), the most likely organ to be involved is > Spleen. 


Around half of people who develop glandular fever will have a swollen spleen. A 
swollen spleen does not present any immediate health problems, but it increases 
the risk of the spleen rupturing (splitting). The main sign of a ruptured spleen is 
the sudden onset of a sharp abdominal (tummy) pain. 
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@ A man presents with severe pain in anus especially on defecation 
blood streaks on the stools and Hx of constipation. 


The likely Dx > 


BA patient presents with weight loss despite eating well, fine tremor, 
no neck swelling. 


Rx > (likely hyperthyroidism). 
@ A pregnant woman in her first trimester presents with weight loss 
despite eating well, fine tremor, no neck swelling. 


Rx > Propylthiouraci 
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* Propylthiouracil is preferred preconception (before pregnancy if the woman is 
plannine to eet pregnant) and in the firet trimester and postpartum. Otherwise: 


ee ee Ee eae», a ee (ee ape ts Care LE te. Cie ak Se Tove, 


Carbimazole. 


®& A postpartum female (delivered 2 months ago) presents with 
palpitations and tremors. Her TSH is low. 


i (beta blockers) to control symptoms. 


All these 3 cases were asked recently in PLAB 1 exam. 
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An elderly man presents with left supraclavicular lump and weight loss 


The likely Dx > 


Remember: 

° Left Supraclavicular Mass > Virchow’s Node > Indicative of Gastric Carcinoma 
(Anorexia, Dyspepsia, Weight Loss, Old age). 

This sign is called > Troisier’s sign. 

° Right Supraclavicular Mass > Oesophageal cancer, Lung cancer, Hodgkin’s 
Lymphoma. 

*® Pancoast Tumour > A tumour of the Apex of the Lung (present at the top end of 
either the left or the right lung). It typically spreads to the nearby tissues such as 
the Ribs and the Vertebrae. Most Pancoast tumours are Non-small cell lung 
cancer. 
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@ Multiple, Painful Ulcers + Dysuria > HSV “Genital Herpes”. 
> give Acyclovir 


& Single, Not-painful ulcer > Syphilis. “Syphilis painless, chancre” . 
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& Painless Papules on genitalia > HPV 


@ Single, Painful ulcer > Hemophilus Ducreyi (Chancroid), (“I Do cry” from Pain 
and from being Single) 
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®& Genital warts (benign, painless Cauliflower like-growths) 


> HPV (Human papilloma virus) 


Painless Papules on genitalia > HPV 
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@ 24 YO man was rescued after Crush injury in a car accident. He has dark urine 
with impaired creatinine and urea. His BP is 100 mmHg and HR is 125 bpm. 


¢ The likely cause of his renal failure > 


A case of Rhabdomyolysis 


150 


@ The appropriate test for deafness in neonates: 


> ABR (auditory brainstem response 


Remember: 
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Q Copyright Warning! Tolulope V 


Hearing Tests in Children 


* Below6 Months:  - Otoacoustic Emissions (OAE), or: 
- Audiological Brainstem Responses (ABR) 


* 6Months—18 Months > Distraction Testing 


* 2-4Years: - Speech Discrimination, or: 
- Conditioned Response Audiometry (CRA) 


* Syears > Pure Tone Audiogram (PTA) 


Key | @ A scrotal swelling investigation > [Ultrasound 


151 
Key | @ before commencing order: 


152 
@ [Thyroid Function Tests, 


@ Kidney Function Tests. 


& Before prescribing 
~ Serum 


and Urea measurements should be obtained. 


Key | @ A child with swollen lymph nodes. Which is the best diagnostic tool. 
153 | > Lymph node biopsy 
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Key | @ A lady takes depot injection and complains that she doesn’t have 
154 | menstruation. 


> (because it is supposed to cause amenorrhea i.e. normal) 


& After initiating Depo-Provera 2 months ago, a female presents complaining 
of unscheduled bleeding. 


> Reassure and advice to return if bleeding become problematic. 


The majority of females who start Depo-Provera (Progesterone-only IM 
injections taken once every 3 months “12 weeks”) tend to have intermenstrual 
spotting. This usually settles after a year of Depo-Provera use 


Key | @ For any female > 51 YO presents with Postmenopausal vaginal bleeding 
155 


Vv Suspect > [Endometrial Carcinome 


¥ Initially: order transvaginal US to check thickness of the wall of the uterus. 
V If thick > Hysteroscopy + Biopsy) (diagnostic) 


Key | ® Dyspareunia + dysuria, frequency in > 51 YO 


> suspect trophic vaginitis (Give topical estrogen) 


Key | ® ASS YO man was found to have high blood glucose post-operatively. A few 
157 | days later, his glucose was found to be normal 


- Giress Hyperglycemia 
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Key | & A female presents with Galactorrhea, irregular menstruation, loss of libido. 
158 


> order (likely hyperprolactinemia). 


portant Notes on Hernias 


® Inguinal Hernia > ABOVE and Medial (some say lateral) to the pubic tubercle. 
® Femoral Hernia > BELOW and lateral to the pubic tubercle. 


® Inguinal Hernia > Impulse on cough, reducible 
® Femoral Hernia > rarely impulse on cough + Irreducible as the femoral canal 
is narrow. 


@ Strangulated and Incarcerated hernias > Irreducible, very painful, require 


urgent surgery. 


@ RFx of Inguinal Hernia > Male sex, Lifting heavy objects, old age, chronic 
cough, previous abdominal surgery. 


a 


@ Indirect inguinal hernia > Passes through the deep and the superficial 
inguinal ring (Passes through the entire length of the inguinal canal) and lies 
LATERAL to the inferior epigastric artery. 

Direct inguinal hernia > Passes through the Posterior wall of the inguinal 
canal “directly”. 

It does not pass through the deep and then the superficial ring of the inguinal 
canal as the indirect hernia does. 


Palpable mass at scrotum, Reducible, Impulse and enlarges on cough 


> Indirect Inguinal Hernia, 
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Note: Only Indirect inguinal hernia can descend into the scrotum. 


Note: incisional hernias do not exist in scrotum, they develop at the “Incision Site” 
of a previous wound of surgery. 


| Key | A58 YO man with Hx of MI 3 years ago presents with progressive dyspnea. 
161 | In the past year, he was admitted twice for HF. Now, he presents with 


dyspnea, inability to lie flat in bed. OE, He looks pale and sweaty, wide 
spread crepitations over both lung fields. RR: 30, BP: 90/66. 02 sat 90% on 
room air. 


The most appropriate investigation > 


(Likely pulmonary edema) 


Key | A 45 YO female presents with increased thirst and increased urination, Her 
162 | calcium is 2.9 (normal is 2.1-2.6). Her phosphate is 0.7 (normal is 0.8-1.4). 


Her parathyroid hormone is 8.4 (normal is 0.8-8.5). 


The likely Dx -> Primary Hyperparathyroidism. 


PTH > Normal 
Calcium > High (Featured also by the polydipsia and polyuria). 
Phosphate > Low 


Hyperparathyroidism Parathyroid Hormone Calcium Phosphate 
Normal or High HIGHT LOW 
(Commonest cause is 
parathyroid adenoma) 
| 
HIGH ‘LoWor | High or norm 
(7% PTH due to existing normal 
hypocalcemia esp. 2ry to 
CKD) 
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Similar labs as Iry hyperparathyroidism but wit 
_associated CKD (Chronic Kidney Disease). 


Key le Recurrent episodes of Epistaxis + 


163 | « Visible blood vessels are seen on the anteroinferior part of the nasal 
septum bilaterally + 


. No active bleeding at the time of presentation to a GP surgery. 


> Nasal Cautery at one side of the sputum initially, 


Both sides will need cautery. However, we cannot do cautery of both sides 
at the same time for risk of septal perforation. 


Cautery (with silver nitrate) should be avoided if there is active bleeding (as 
the silver nitrate would be washed out if there is active bleeding). 


* Recurrent episodes of Epistaxis + 


* Visible blood vessels are seen on the anteroinferior part of the nasal 
septum bilaterally + 


¢ There is still an active bleeding at the time of presentation to a GP 


surgery. 


> Anterior Nasal Packing Bilaterall 


Cautery (with silver nitrate) should be avoided if there is active bleeding (as 
the silver nitrate would be washed out if there is active bleeding). 
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Key | A study showed that 29 patients with Hx of MI needed to be treated with 
164 | Aspirin to prevent 1 MI. The 95% confidence interval is (20, 38). What it is 
the interpretation of this data? 


> |The number of patients that need to be treated with aspirin to 


revent 


Key | To test the efficacy of a new medication in preventing a cardiovascular 
165 | event, a study was conducted. 100 people received placebo. Another 100 
people received the new medication. All-cause mortality was 34% for the 
true treatment group, and 40% for the placebo (control) group. What is 
the number need to treat? 


@ NNT =(1 = Absolute Risk Reduction (ARR) 


& ARR = AR Control (Placebo) group — AR Test (Treatment) group 
(ARC = ART) 

= 40% — 34% 

= 0.40-0,34 


So, 


=1+(0.40- 


Q Copyright Warning! Tolulope |W 


© The NNT is the average number of patients who need to be treated to 
prevent one additional bad outcome (e.g. the number of patients that 
need to be treated for one of them to benefit compared with a control ina 
clinical trial). 

* It is defined as the inverse of the absolute risk reduction (ARR) 

i.e. NNT = 1/ARR 
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' 
A 58 YO man presents complaining of chronic gastric reflux, dysphagia and 


chest pain. Initially, there was difficulty in swallowing solid food, but 
recently, there becomes dysphagia to soft food as well. Barium swallow is 
done and shows irregular narrowing of the middle third of the thoracic 
oesophagus with proximal shouldering. 


The likely Dx is > Oesophageal Carcinoma 
The diagnostic modality > [Endoscopy and biopsy. 


BAn 18 YO 2 with new sexual partner presents with: 
Vaginal Discharge, Post-coital bleeding, Red and Inflamed vulva and cervix, 
tender pelvis but non-tender abdomen. 


V The likely Dx > Chlamydial Cervicitis. 

VRx? > 

B 1st line — Doxycycline 100 mg BID for 7 Days. 

& Another line: 

Azithromycin 1-gram PO [| Followed by 500 mg PO OD for 2 days. 


(According to the recent guidelines of Chlamydia). 


|. Key : 
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> Ace inhibitor (e.g. ramipril, enalapril), 


A patient with history of chronic glomerulonephritis and diabetes presents 
for check-up. He is on metformin. His BP is 144/91. 

His creatinine is 151 (normal: 70-150). 

Urea is 7.2 (normal: 2-7). 

eGFR is 37 (normal >90). 


What medication can delay the progression of his renal impairment? 
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“Reno-protective. However, avoid using it if eGFR is < 30”. 
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A Colorectal cancer patient is visited at home by palliative care team. He 
takes codeine to manage his abdominal pain. However, he does not want 
oral medications as he finds it difficult to swallow. He has not taken 
codeine for the last 2 days and thus he is in pain now. What should be 
given instead? 


> Subcutaneous Morphine. 


& SC is preferred over IV in Palliative Care patients. 


@ Do not give patches (e.g. Buprenorphine patch) if the patient is currently 
in pain as these patches need some time to start working. 
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rm Noisy Respiratory Secretions and gurgling sounds in a late cancer patient 


— Subcutaneous Hyoscine Butylbromide. (Not orally!) 
Another correct answer —> Glycobyrronium Bromide Subcutaneously. 
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| ®A7 YO man had 2 episodes of slurred speech and painless loss of vision 


of the left eye for 20 minutes after which he recovered completely. Carotid 
duplex US showed left side internal carotid stenosis of 80%. 


~ Endarterectomy 


v Amaurosis Fugax and slurred speech recovered in < 24 hours — TIAs. 


| ¥ Carotid endarterectomy is of choice especially if the stenosis of 2 70%. 
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| Vv Endovascular angioplasty with stenting has higher mortality rates. So 


should be avoided unless the patient cannot tolerate surgery. 
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(Traveller's Diarrhea) 


V The main cause for traveller's diarrhoea (in general) is — E. coli. 


¥ However, other organisms relating to travel can also cause diarrhoea, 
depending on the presenting features and the country of travel. For 
example, 


+ Traveller’s diarrhoea that is usually of a short period and self-limited 
(especially Hx of travel to Africa) — E. coli. 


* Hx of travel to Europe, WATERY (Non-bloody) diarrhoea, Weight Loss (If 
chronic), abdominal pain and bloating (Symptoms for > 10 Days) > Giardia. 


* Hx of travel — Prodrome: HIGH Fever, Headache, Myalgia > Followed by 
BLOODY Diarrhea — Campylobacter jejuni 


* Another important cause for traveller's diarrhoea is Salmonella, "presents the 
same as Campylobacter jejuni" 
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“V Salmonella first line — Ciprofloxacin, (A question in Plab 1 September 
2019 exam). 


¥ Campylobacter first line —> erythromycin or clarithromycin J2nd o> 
Ciprofloxacin 


@ The traveller's diarrhoea can be caused by different organisms, depending on 
the features and the country of travel. 
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You will not need to memorise these values as they are given in the PLAB exam. However, 
memorising the most common ones is worth it for your general medical knowledge and to aid for a 
faster response to exam questions. 


Common haematology values 
Haemoglobin men: 130-180g/L 
women: — 115-160g/L 

Mean cell volume, MCV 76-96fL 

Platelets 150-400 x 10°/L 

White cells (total) 4-11 x 10°/L 
neutrophils 2.0-7.5 x 10°/L 
lymphocytes 1.0-4.5 x 10°/L 
eosinophils 0.04-0.4 x 10°/L 


Blood gases 


pH 7.35-7.45 
P02 >10.6kPa 
P,CO> 4.7-6kPa 
Base excess +2mmol/L 


U&Es (urea and electrolytes) 

Sodium 135-145mmol/L 
Potassium 3.5-5.3mmol/L 
Creatinine 70-100umol/L 
Urea 2.5-6.7mmol/L 
eGFR >60 
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“LFTs (liver function tests) 


Bilirubin 3-17umol/L 
Alanine aminotransferase, ALT 5-351u/L 
Aspartate transaminase, AST 5-351u/L 
Alkaline phosphatase, ALP 30-1301uU/L 
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Albumin 35-50g/L 
Cardiac enzymes 
Troponin T <99th percentile of 


upper reference limit: 
value depends on local 


assay 
Other biochemical values 
Cholesterol <5mmol/L 
Triglycerides Fasting: 0.5-23mmol/L 
Amylase 0-180 Iu/dL 
C-reactive protein, CRP <10mg/L 
Corrected calcium 2.12-2.60mmol/L 
Glucose, fasting 3.5-5.5mmol/L 


Thyroid stimulating hormone, TSH 0.5-4.2mu/L 


Reference: OXFORD HANDBOOK OF CLINICAL MEDICINE 10" EDITION 
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